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Ways to ( ompensate 


for the “DON'TS” 


ON THE 


If what the patient can eat be made 
more varied and more appetizing, con- 
forming to the “don'ts” on the diet will 
seem much less of a hardship. Knox 
Sparkling Gelatine brings change to 
the diet without involving deviation 
from the diet. Its use introduces more 
than fifty appealing dishes to the dia- 
betic routine—all built up from the 
basic foods allowed. 

The splendid thing about Knox Gela- 
tine is that it can be used freely and 


WINTER SALAD (Six Servings) 


Grams Prot. Fat Carb. Cal. 

2 teaspoons Knox Spar- 

kling Gelatine 4.5 4 
\% cup cold water ae 
\% cup hot water 
¥% teaspoon salt 
4 cup vinegar 
1% cups grated cheese . .150 


8 

4 cup chopped celery... 60 - 2 
% cup chopped green 

pepper 25 we - 1 

1% cup cream, whipped . 75 2 30 2 


Total 51 103 13 1183 
One serving 8.5 17 2 197 


Soak gelatine in cold water. Bring hot water and salt to boil 
and dissolve gelatine in it. Add vinegar and set aside to chill. 
When nearly set, beat until frothy, fold in cheese, olives, 
celery, pepper and whipped cream. Turn into molds and chill 
until firm. Unmold on lettuce leaf and serve. 





DIABETIC DIET 


safely. It is pure, granulated gelatine. 
It contains no sugar, no coloring, no 
flavoring ...no synthetics of any kind. 
It combines ideally with other foods. 

Knox has prepared a Diabetic Recipe 
Book. Many physicians have found this 
book to be valuable, giving it to their 
patients as a supplement to the diet 
list. It is available in any quantity for 
physicians who desire it. For your con- 
venience, a coupon is printed below. 
Just send it in. 


SPANISH CREAM (Six Servings) 


Grams Prot. Fat Carb. Cal. 
ltablespoon Knox Spar- 
kling Gelatine 7 6 
4 cup cold water....... .. “ on Bs 
1 cup milk 7 19 12 
%{ cup boiling water ia id wih 
13 19.5 
1% teaspoons vanilla... .. = 
Few grains salt......... .. si = oa a 
Total 26 20.5 12 336.5 
One serving 4 3 2 56 





Soak gelatine in cold water five minutes. Heat water and milk 
over boiling water, add gelatine and stir until dissolved. 
Separate eggs and beat yolks until lemon colored. Stir gelatine 
mixture slowly into egg yolks. Return to stove and cook over 
boiling water until mixture begins to thicken. Remove from 
stove, add vanilla and salt and chill. Beat egg whites until 
stiff and fold into jelly when almost set. Mold and chill until 
firm. 


KN OX 6 tHe real GELATINE 


N 


you agree that recipes like the ones on 
this page will be helpful, write for our 
complete Diabetic Recipe Book—it con- 
tains dozens of valuable recommendations 
for the diabetic diet. We shall be glad to 
mail you as many copies as you desire. 
Knox Gelatine Laboratories, 427 Knox 
Ave., Johnstown, N. Y. 
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MITRAL DISEASE IN ADULTS* 


Henry L. Utricu, M.D. 
Minneapolis, Minnesota 


CUTE rheumatic fever is not a killer. If it 
affects the valves of the heart it usually 
cripples. The postmortem statistics of the De- 
partment of Pathology at the University show 
that the highest death rate for acute rheumatic 
heart disease occurs in the second decade; for 
unhealed valve defects, in the fourth decade; for 
healed valve defects in the fifth decade. One 
patient in four or five with mitral valve disease 
lives to the fifth decade or beyond (Levine,? 
Boas,* Cabot. Another point of interest is that 
many of these cases have a long latent period, 
twenty, thirty or forty years, before symptoms 
which lead to death appear. Like so many en- 
tities which have a long chronicity or latency, 
they drift into an age zone, in which degenera- 
tion processes begin to manifest themselves. The 
associated complications which arise in mitral 
valve disease in the adult are not so clearly un- 
derstood nor appreciated. The most common of 
these which lead us into difficulties are: (1) au- 
ricular filbrillation; (2) hypertension; (3) hy- 
perthyroidism; (4) pulmonary arteriosclerosis. 
Auricular fibrillation is the most common com- 
plication and most easily recognized. It occurs 
in other conditions such as coronary disease and 
hyperthyroidism. Sixty per cent of all patients 
with mitral valve disease eventually develop 
fibrillation. Its effects on the integrity of the 
heart, and its treatment are so well known we 
will not dwell on it. Suffice it to say that it is 
the one intrinsic cardiac factor, that is arising in 
the heart itself, and that it usually accompanies 
one of two other complications of which we 
will speak, i.e., hypertension or hyperthyroidism. 


*Clinic on Heart Disease given at the State Medical Meeting, 
Minneapolis, May 7, 1931. 


It is in the fifth decade that hypertension 
usually manifests itself. It is reasonable to sup- 
pose that a certain number of patients with mi- 
tral valve disease and attaining that age will 
develop hypertension. Of a hospital population 
of 762 patients with mitral disease, 159 (21 per 
cent) lived into the fifth decade or beyond. Of 
these 159 cases, 58 per cent had hypertension 
(Levine?). In a dispensary population in the 
fifth decade with all types of complaints, 50 per 
cent had hypertension (Weatherby*). The close- 
ness of these figures justifies the assumption that 
hypertension complicating mitral valve disease is 
an inheritance of the years. If we compare Le- 
vine’s figures of hypertension in mitral disease 
with any other disease entity in the same decade 
the manifestation of hypertension in mitral dis- 
ease is most striking. Levine, in his discussion 
of the subject, brings out the point that hyper- 
tension in mitral disease is a salutary symptom. 
The increased pressure on the left heart in- 
creases the aperture of the stenosed valves by 
dilatation and hypertrophy of the left ventricle. 
And again the increased pressure on the left side 
permits an easier adjustment of the balance be- 
tween the two ventricles. For which reasons he 
thinks hypertension is a factor in the longevity 
of these patients. Personally I am not in accord 
with this assumption. In the cases I have seen, 
the inception of this complication has simply 
added another load to the heart and thereby 
hastened rather than retarded decompensation. 
The factor of longevity in a given case lies 
somewhere else. 

I have been impressed with the number of pa- 
tients with mitral disease who manifest symp- 
toms of thyroid intoxication. While this is prev- 
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alent in women patients it is seen at times in 
men. There are no statistics on this form of 
complication. In my own experience it is more 
commonly found in the fourth decade. The 
“thyroid heart,” toxic adenoma masquerading as 
heart disease, is well known and better recog- 
nized than formerly—but heart disease (mitral 
defect) with thyroid symptoms is exceedingly 
difficult to adjudicate. The difficulty here lies in 
the fact that the symptoms may be larval in 
character. Again the expression of the thyroid 
intoxication may be limited to one organ, the 
heart. And, once more, the basal rates are not 
particularly increased (Morris*). In fact, basal 
rates in these cases must be carefully weighed, 


for an increase may be present due to dyspnea.., 


This picture of cardiac irritability and unstable 
vegetative system in mitral disease has intrigued 
me so much that whenever I have had no suc- 
cess with rest and digitalis I suspect a thyroid 
complication. A trial with Lugol’s solution, or 
even thyroidectomy, is justified. 

The fourth complication, pulmonary arterio- 
sclerosis, is still more obscure, both in its clinical 
and pathological awareness. By pulmonary ar- 
teriosclerosis I mean the senile changes in the 
pulmonary artery in contradistinction to primary 
sclerosis, which is a specific entity and which is 
a true arteritis. Senile changes in the pulmonary 
artery and its branches are seen in a group of 
different conditions, one of the commonest being 
mitral disease. It is assumed that the increased 
work of the right heart puts a strain on the pul- 
monary vessels which induces the senile changes. 
Dilatation of the larger vessels with sclerotic 
plaques is usually found. If the changes are suf- 
ficient in amount (macroscopic) the physiologi- 
cal function of the lesser circulation is dimin- 
ished, adding another link (cyanosis) to the 
chain of deficiencies in an impaired circulation. 
We have no statistics in this department on how 
often pulmonary arteriosclerosis accompanies 
mitral disease. Consciousness of this defect is 
comparatively new, both clinically and pathologi- 
cally. Ljungdahl’ in 1915 published postmortem 
studies of twenty-five mitral cases of different 
ages; all of them showed varying degrees of 
sclerosis, nine being marked (macroscopic). 

The difficulty in discovering this condition 
clinically is much greater than at the postmortem 
table. Occasionally one can see the dilated pul- 
monary vessels pulsating during a fluoroscopic 
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examination. On physical examination a cyano- 
sis which occurs long before dyspnea, has been 
suggested as a sign. I am led to believe that an 
accentuated systolic bruit heard all over the chest 
and the expansile pulsation of the lungs felt be- 
tween the ribs on palpation may be clinical cri- 
teria of value. These findings are so new, how- 
ever, that I am mentioning them in a tentative 
way. 


CASES 


The first case I wish to present is that of a colleague, 
and because of this he is not present here in person. 
He is about fifty years old. About two years ago he 
noticed dyspnea and irregularity of the heart. Up to 
this time he had not known of any symptoms refer- 
able to the heart nor was he ever conscious that he 
had a heart. He had worked very hard as a country 
practitioner earlier in his life and gave no history of 
rheumatism. 

His heart silhouette is that of the mitral type and 
his esophogram shows marked enlargement of his left 
auricle. At this time, he was fibrillating and his bood 
pressure was within normal limits. We encountered 
difficulty in reducing his rate by rest and digitalis. 
There was a good deal of bronchial irritability and 
much sweating. His basal rate was +17. Not until 
we gave him Lugol’s solution did his heart quiet down. 
He returned to work. 

Nine months later he again suffered from cardiac 
decompensation. Besides his fibrillation his bood pres- 
sure had now risen to 180 systolic and the diastolic 
was hard to evaluate. Another course of rest, digitalis, 
and Lugol’s has brought him back to compensation, but 
his hypertension persists. His second series of X-ray 
plates show that the heart has enlarged in lateral diam- 
eter 1.5 cm. from the previous readings. Here is a man 
who never gave a history of rheumatism, who lived to 
be 48 years old without manifestation of heart dis- 
ease, who no doubt has had a mitral heart for years, 
and who now has auricular fibrillation and hyperten- 
sion. 

The second case is a woman thirty-three years old. 
She has not been feeling well for about a year. During 
this period she has noticed nervousness, palpitation, gas 
in her stomach with belching. She is emotionally un- 
stable. There is loss of about 20 pounds in weight 
since December, 1930. She gives a history of rheumatic 
fever at the age of thirteen and again at twenty-one. 
She is married, has four children, the youngest seven. 
There was an acute attack of some infection in March, 
1931. 

There is definite mitral disease demonstrated by the 
physical examination and X-ray silhouettes. There is 
cardiac irritability manifested by tachycardia, and an 
unstable vegetative nervous system. In the lower pole 
of the right lobe of the thyroid a definite nodule can be 
made out. Her heart is regular. Her basal rate is 
normal. She had been at the hospital three weeks un- 
der rest and digitalis without any results. The addi- 
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tion of Lugol’s to her treatment has changed the pic- 
ture materially. She is now less irritable, her heart 
rate has slowed down, and the additional tachycardia 
which manifested itself when someone entered the 
room has disappeared. 

This woman will be sent home with instructions to 
take Lugol’s solution at intervals. If this does not con- 
trol the situation, a removal of the adenoma will be 
done. 

The next case is a young woman twenty-seven years 
old who entered the hospital on the orthopedic serv- 
ice to have a bunion removed. 

Six days after her’ entrance and four days after the 
operation she had an attack of paroxysmal tachycardia 
with marked cyanosis, which morphine relieved. She 
gave a history of having had periodic attacks of pal- 
pitation, dyspnea on exertion, and edema of the ankles 
of moderate degree. There are pelvic deposits, with a 
history of two miscarriages. The heart symptoms have 
been present for fourteen years. There is no history 
of rheumatism, but much tonsillitis. Her physical ex- 
amination suggests mitral disease and the X-ray plates 
of her heart confirm these findings. There is a mitral 
bulge and a moderate impingement of the left auricle 
on the esophagus. But, what is more interesting, on 
fluoroscopic examination, it was found that her pul- 
monary vessels were pulsating way out into the mid- 
lung areas. She presents, too, the physical signs which 
I have mentioned—a systolic bruit all over her chest 
and an expansible pulsation in the intercostal spaces. 

We expect to learn a great deal from this patient 
about pulmonary arterio sclerosis. 

The last patient I wish to show does not belong in 
this group at allt She is shown, however, because she 
was sent in from the State Sanatorium to settle the 
question whether she has tuberculosis, heart disease and 
hyperthyroidism. 

She is the type of case of which there is one or more 
in every community. Her complaint is weakness, fa- 
tigability, dyspnea and palpitation, undernutrition, lack 
of appetite, pain in left chest over the heart, diarrhea 
(six stools a day), and some pain in the lower abdo- 
men. She describes her condition exactly when she 
says, “I am not well, nor am I sick.” There is cough, 
no positive sputum, but she has had eight to ten blood 
tinged sputa. She has been at the Sanatorium for 
seven years. Two years ago we studied her and de- 
cided she had fibrotic pulmonary tuberculosis, mild mi- 
tral disease, and possibly tuberculosis of the cecum. 
At the present time we have decided she has a mini- 
mal amount of tuberculosis and no mitral disease. 


tThis case is brought into the discussion with the full knowl- 
edge of how a digression weakens one’s theme. I take this 
risk for the sake of calling attention to an organ whose clinical 
and physiological concepts are little known. 
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There are murmurs over the heart but they are ex- 
trinsic in origin—possibly due to a slight displacement 
of the mediastinum caused by pleuro-pericardial adhe- 
sions. She is markedly underweight and suffers from 
neuro-circulatory asthenia. Her basal rate is not in- 
creased. The factor which to my mind is underlying 
a good deal of her symptomatology is her diaphragm. 
Her diaphragm is very low. Because of its low posi- 
tion,’. ® the circulatory function of the organ is se- 
verely impaired, producing dyspnea, palpitation, and 
fatigability. With an increase in weight and a suit- 
able pad which will increase her intra-abdominal pres- 
sure the diaphragm will go up and thus restore the 
circulatory efficiency of the organ. While the patient 
has tuberculosis, its minimal quantity and its lack of 
progress over these seven years make me believe the 
diaphragm is more important in her symptom-complex 
It is this finding, so readily overlooked, which made 
me make the statement, “There is one of this type in 
every community.” 


In closing I wish to reiterate that in any adult 
mitral disease which does not respond to rest and 
digitalis—look out for one or all of the compli- 
cations I have mentioned today. 
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TRICHOMONAS VAGINALIS VAGINITIS* 


Russett J. Moe, M.D., and W. A. Coventry, M.D. 


Duluth ene, 


HE frequent occurrence of Trichomonas 

vaginalis vaginitis has activated an interest 
which has now reached its peak since the dis- 
covery of the causative organism by Donné in 
1836. By establishing a practice of examining 
microscopically all cases of vaginal discharge and 
irritation and to look especially for Trichomonas 
vaginalis, we have been appalled at the number 
of cases in which we find this organism. Still 
more pleased are we with the results we have 
obtained from the line of treatment we have in- 
stituted. 

The organism, Trichomonas vaginalis, is a 
protozoan flagellate which is typically pear- 
shaped, but may be ovoid, spindle-shaped, or ir- 
regular. At its anterior end there are free fla- 
gella, usually four in number. An undulating 
membrane extends backward about one-half the 
length of the body and an axostyle projects from 
the posterior end. The size varies from 15 to 25 
microns in length and 10 to 15 microns in width. 
It attracts one’s attention, when seen under the 
microscope, by its peculiar jiggling motion which 
is a distinguishing characteristic. 

In obtaining a specimen, the discharge is col- 
lected on the long blade of a non-lubricated bi- 
valve speculum and a small portion transferred 
to an ordinary glass slide. One drop of warm 
normal saline solution is added and a cover slip 
applied. Examination under the high dry lens of 
the microscope will then easily and readily reveal 
the presence or absence of the organism. Its 
jerky but progressive motion is exceedingly 
characteristic. There will also be seen in the 
field numerous leukocytes, squamous epithelial 
cells and bacteria. 

The exact mode of infection is unknown at 
the present time, but the possibility of contamina- 
tion from the intestinal tract has been suggested 
by a number of writers. However, recent inves- 
tigation by Bland, Goldstein and Wenrich indi- 
cates that the Trichomonas vaginalis is definitely 
distinct from the other species of Trichomonads 
found in man. That the organism has been 

*From the Department of Graccelegy and Obstetrics, Duluth 


Clinic, Duluth, Minn. Read before the annual meeting of the 
Minnesota State Medical Association, Minneapolis, May 6, 1931. 
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difficult to culture on mediums that proved to be 
very favorable to the other Trichomonads would 
also indicate that the vaginal type belongs to a 
different species. 


The clinical picture of this ‘form of vaginitis 
is characteristic. There is always a vaginal dis- 
charge which is accompanied in 75 to 80 per cent 
of the cases by an irritation or itching about the 
external genitalia. The discomfort is quite 
marked and the patient often is relieved, tem- 
porarily, by taking a douche. Another finding 
which is suggestive is the appearance of the dis- 
charge. Typically it is thin, foamy, not at all 
tenacious, greenish yellow in color, and the odor 
is rather characteristic and disagreeable. In the 
non-irritating case one finds the discharge to be 
thicker, not foamy, creamy yellow in color and 
the odor less pronounced. There are, however, 
varying grades between these two types of cases. 
Many patients complain of symptoms merely for 
a few days just preceding or following the 
menstrual period. In the characteristic case with 
the above symptoms one is negligent if he does 
not look for Trichomonas vaginalis. At the same 
time one is often surprised to find the organism 
in a patient who does not present the classical 
symptoms. 


Severe cases present a roughened vaginal 
epithelium with small elevated points which 
bleed rather easily, especially when touched with 
gauze or cotton. The vaginal walls and tissues 
adjacent to the introitus are hyperemic and 
present very much the same picture as seen in 


acute gonorrhea. There is no doubt but what 
many cases of Trichomoniasis have been treated 
as Neisserian infections because of the marked 
similarity in the appearance of the acute cases. 

The incidence of simple Trichomonas vagina- 
lis vaginitis with lesions of the cervix and neigh- 
boring organs is interesting. It has been our ob- 
servation that cervical erosions are not common 


‘and are not a factor in the production or the 


presence of this type of vaginitis. In the treat- 
ment of a Trichomonas infection it is not 
necessary to treat an accompanying cervical 
erosion per se. However, after the organism 
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has been eradicated from the vagina the cervical 
condition may be treated properly by cauteriza- 
tion methods. We have had one case of ac- 
companying cystitis in which catheterized speci- 





Fig. 1.—Diagrammatic representation of 
Trichomonas vaginalis combining the char- 
acteristics that have been revealed by differ- 
ent methods of staining: @, anterior free 
flagella; 6b, blepharoplast; c, cytostome; d, 
nucleus; e, caryosome; f, axostyle; g, chro- 
matic granules along the axostyle; h, undu- 
lating membrane; /, posterior flagellum form- 
ing margin of the undulating membrane; 
j, chromatic basal rod; k, chromatic granules 
along the chromatic basal rod; /, sausage- 
shaped part, and m, fibrillar part of para- 
basal apparatus. (Drawn by D. H. W.) 


- 


Fig. 1. Trichomonas vaginalis, after D. 
H. Wenrich, Ph.D. 


mens of urine revealed the Trichomonad. We 
have not been able to recover the organism from 
the stool. Greenhill reports a number of cases 
in which he has done insufflation of the tubes in 
the presence of Trichomonas vaginalis without 
any untoward effects. The danger of spreading 
the infection higher up in the genital tract ap- 
parently does not exist. 

The number and variety of treatments that 
have been proposed indicates that as yet no 
specific treatment for this condition has been 
found. Most any treatment which destroys the 
organism and thoroughly cleanses the vagina 
will produce satisfactory results. Our treatment 
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consists of what we have termed a “pressure 
douche.” The office procedure is a very practical 
one and requires no expensive equipment. Home 
treatment consists of the application of a few 


Fig. 2. (Upper) Glass douching syringe (Capacity 120 c.c.), 
blunt tip and rubber bulb. (Lower) Douching syringe with 
movable flange (Capacity 180 c.c.). 


well known principles properly handled. We 
have tried a number of treatments that have 
been recommended heretofore and have discarded 
them largely because of the discomfort to the 
patient and because they do not, in our opinion, 
accomplish what we believe to be the underlying 
principle of all treatment, namely, that every 
portion of the vagina must be reached in order 
to properly exterminate the organism. We be- 
lieve that we have accomplished this by what 
we call the “pressure douche.” 

In the office treatment, which is always the 
first treatment instituted, the patient is placed in 
the lithotomy position on a bed pan with the 
knees up in stirrups. The external genitalia and 
vaginal orifice are cleansed by mopping with an 
antiseptic solution; oxycyanide of mercury 
(1:2000) or lysol (0.5 per cent). Following this 
a 120 c.c. glass syringe with a blunt tip and rub- 
ber bulb or an ordinary douching syringe is filled 
with the same antiseptic solution. The blunt 
point is held firmly against the introitus; the 
rubber bulb is then compressed, forcing the so- 
lution into the vagina, which becomes so dis- 
tended that the folds and ruge disappear and the 
solution comes into contact with the entire sur- 
face. By releasing and reapplying the pressure on 
the rubber bulb the solution may be “swished” 
back and forth between the syringe and the 
vagina. This procedure is repeated with clean 
solution several times until the vagina is 
thoroughly cleansed. The syringe is then filled 
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with 4 per cent silver nitrate solution, which is 
injected into the vagina and held under pressure 
for a period of three minutes. There is a slight 
discomfort after the silver nitrate injection, but 
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cent have been referred to their home physician 
or have not returned. Four cases were associated 
with pregnancy and were treated by the 
“pressure douche” method. We do not believe 

















Fig. 3. “Pressure douche.” Glass syringe con- 
taining antiseptic solution held firmly against 
the introitus. 


it is immediately relieved by washing the vagina 
again with the first antiseptic solution. 

Home treatment attempts to accomplish what 
we have instituted at the office, that is, the 
“pressure douche.” By holding the lips of the 
vulvz firmly about the douche point, the vagina 
is thoroughly distended four or five times in- 
stead of taking a continuous flowing douche. The 
patient is also instructed in matters of anal 
hygiene. 

Theoretically, one thorough treatment should 
effect a cure. We have found that practically all 
smears are negative after the first treatment and 
the itching and discharge are greatly relieved. 
So striking is the latter that some patients believe 
that they are cured and do not report for further 
treatment, only to return later with a reappear- 
ance of symptoms. Therefore we have been a 
little more insistent than usual that they follow 
up the initial method of treatment that we have 
outlined, namely, to report once a week for treat- 
ment at the office and to take a daily douche 
at home. They may be discharged after two 
consecutive negative smears have been obtained, 
with instructions to report again three or four 
days after their next menstrual period. 

During the past eighteen months we have 
treated 95 cases of Trichomonas vaginitis, 68 per 
cent of which have been cured, 15 per cent are 
under treatment at the present time and 17 per 


Fig. 4. “Pressure douche.” Rubber bulb has 
been compressed, forcing solution into vagina, 
producing a distending or ballooning effect. 


that the incident of pregnancy need make any 
difference in the treatment of the vaginitis. One 
case of especial interest occurred in a twenty- 
four year old virgin with a cribriform hymen. 
All the classical symptoms were present. Smears 
taken from the vulva revealed no organisms, but 
the symptoms were so characteristic that we felt 
justified in insisting on smears being taken from 
the vagina itself. Under gas anesthesia this was 
done and the vagina was found to be filled with 
a foamy material which was literally teeming 
with Trichomonas vaginalis. One patient had 
been advised to have a complete hysterectomy, in 
order to control this intensive itching and dis- 
charge. A few treatments of the local condition 
cured her. A number of patients had cauteriza- 
tion treatments to the cervix without any relief 
of symptoms, but were completely cured by the 
treatment of the vaginal cause of the infection. 
A few patients were previously diagnosed as 
gonorrhea because of the profuse discharge. 
Examination of the discharge revealed Trichom- 
onas vaginalis and proper treatment readily 
effected a cure. 

Before presenting the slides I wish to make 
this plea—that all cases of vaginal discharge be 
studied more intensively. By this intensive study 
more cases of Trichomonas vaginalis will be 
found, proper treatment instituted and the pa- 
tients will be cured of a very distressing and dis- 
comforting complaint. 





TRICHOMONAS VAGINALIS VAGINITIS—MOE AND COVENTRY 


SUMMARY 


In treating a patient with a vaginal discharge, 
Trichomoniasis must be considered in the realm 
of probabilities. It is very prevalent, the mode 
of transmission of the infection being unknown. 
The history and clinical picture are characteristic 
and typical, while the method of diagnosis and 
the recognition of the organism present no un- 
usual difficulties. The “pressure douche” is a 
satisfactory method of treatment and will cure 
practically all patients if properly carried out. 
This method is safe, effective, simple and inex- 
pensive, and is described here in the hope that it 
may prove as valuable to others as it has to us. 
Pregnancy is not a contra-indication to treatment 
by the “pressure douche” method. The writers 
report 95 cases of Trichomonas vaginalis vagini- 
tis, 68 per cent of which have been cured, 15 per 
cent are under treatment at the present time and 
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17 per cent have been referred to their home 
physician or have not returned. 
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TREATMENT OF SALPINGITIS* 


WiLu1aM H. Rupr, Jr., M.D. 
Saint Cloud, Minnesota 


oo keynote of the treatment of salpingitis, 

used in the broad sense of pelvic inflam- 
matory disease, is conservatism. A _ small 
minority of cases will require operative or radical 
measures to effect cures. Even in these patients 
preservation of function should temper surgical 
enthusiasm. 

The pelvis is peculiarly well adapted to defend 
itself from bacterial invasion. The rich blood 
supply, the extravagant lymphatic system and the 
functional downward drainage of the genital 
tract are the Marines of defense. They are, how- 
ever, not incorruptible. For, when venereal dis- 
ease, careless parturient handling, or the or- 
ganisms from other sources enter, the very 
nature of its anatomic structure promotes rapid 
spread of infection yet retaining the inflamma- 
tion within itself. The heavy uterus and ap- 
pendages tend to become displaced backward 
within the pelvis and Nature tries to wall off the 
infection from the abdominal cavity. Thera- 
peutic efforts should be supportive. The less 
original the method, the more codperative will 
the physician find Dame Nature! 

Statistics reveal that the gonococcus is respon- 
sible for 75 per cent of cases of salpingitis; 20 
per cent are produced by the other major path- 
ological bacteria of postpartum, postabortal or 
blood-borne sources; while the tubercle bacillus 
is charged with about 5 per cent of cases. Pro- 
phylactic measures may be considered properly 
at this time. 

Gonorrheal salpingitis is a self-limited disease. 
Recurrent attacks are practically always rein- 
fections or the result of secondary pyogenic in- 
vasion. Unless the vulvovaginal and cervical 
glands are freed from the gonococcus, reinfec- 
tion is not only possible, but is adequately as- 
sured. The nasal tip electric cautery is the out- 
standing instrument of therapeutic destruction. I 
have had some success in injecting an 8 per cent 
mercurochrome ointment through a blunt hypo- 
dermic needle into Bartholin’s duct, putting the 
needle in before attaching a small syringe. 


*Read at the annual meeting of the Minnesota State Medical 
Association, Minneapolis, May 6, 1931. 


The obstetrical mortality and morbidity rates, 
as far as sepsis is concerned, are the most con- 
vincing arguments for less meddlesome mid- 
wifery. There seems to be no way to compel 
the abortionist to complete the “cure” he started. 
The current depression has not affected this 
group. There is hope that the exanthémata will 
disappear, and this source of infection be minim- 
ized. Tuberculosis, too, is being conquered. 

Acute and subacute pelvic infections should be 
treated expectantly. These cases are literally hot. 
The surgical principles of the appendix are not 
applicable to an acutely inflamed tube. Con- 
servative treatment means helping nature localize 
the infection in the pelvis and build up an im- 
munity against the bacterium. It means saving 
organs and preserving their proper function. The 
patient should be in bed and remain there until 
the infection has had time to cool off. Elevation 
of the bed or patient tends to prevent the spread 
of the infection upward. An ice bag or cold 
pack across the lower abdomen is comforting 
to the patient. Fluids should be forced and a 
bland diet maintained. Bowel elimination is en- 
couraged by low enemata and mild saline cathar- 
sis. Pain is relieved by the coal tar derivatives 
and by pantopon if necessary. Fresh air is es- 
sential. After the diagnostic bimanual examina- 
tion when cervical and urethral smears are taken, 
no further pelvic manipulations are advisable 
unless complications are suspected by persistence 
of fever over nine or ten days. Coitus or court- 
ing are forbidden. Foreign protein injections are 
usually beneficial during this stage. 

Post abortal and puerperal streptococcic in- 
fections are most serious and often fatal. If 
blood culture reveals the hemolytic variety, 
various intravenous bacteriacides, such as meta- 
phen, are recommended, or antistreptococcal sera 
also have their place. Small repeated blood trans- 
fusions are of definite benefit. Operations are 
always menacing in this type of “concrete-filled” 
pelvis. 

A regime of palliative expectancy will permit 
the subsidence of the acute process in the ma- 
jority of cases. An elevated temperature after 
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TREATMENT OF SALPINGITIS—RUMPF 


ten days is indicative of complications or pus 
collection. Abscesses of this type should, of 
course, be drained. The vast majority can be 
well emptied by the vaginal route. A posterior 
colpotomy with insertion of a self-retaining 
drainage tube after pockets have been broken up 
with the examining finger, is the operation of 
choice. Occasionally, the drainage of pus collec- 
tions higher in the abdomen by the abdominal 
approach is necessary. There is no other place 
for surgery in dealing with acute salpingitis. 

Invalidism produced by chronic infections 
manifests itself in dull heavy pains across the 
lower abdomen which are accentuated during 
menstruation. Metrorrhagia and leukorrhea are 
usually present. The findings of a retroverted 
uterus with pelvic masses, and the history, sub- 
stantiate the diagnosis. If the physician has con- 
fidence that good results are obtainable by non- 
interference, the patient will reflect that attitude 
and will have the courage and desire to give the 
conservative treatment several months trial, in a 
hospital, if possible. 


Heat in this stage is beneficial and comforting. 
Dry heat from one of the standard bakers having 
banks of lights reflecting the heat downward 
over the lower abdomen is efficacious. Moist heat 
from prolonged hot douches is an efficient means 
of producing absorption of inflammatory masses, 
if the infection has quieted down. By a long hot 
douche, I mean the use of a minimum of five 
gallons of a weak potassium permanganate so- 
lution as hot as the patient can stand it (usually 
at 115 to 118 degrees Fahrenheit). This is al- 
lowed te run in slowly to consume twenty to 
thirty minutes. The patient should be lying down 
either in a bathtub with the hips elevated some- 
what, or on the examining table. Makeshift ar- 
rangements can be made at home. I have cheap 
metal pails prepared with an outlet pipe to fit the 
ordinary fountain syringe tubing for use at home. 
The pail holds three gallons and may be filled 
twice. Many of my farmer patients put such an 
outlet on a milk can, and utilize it later as a 
shower bath for the children. I also haye an out- 
fit for office use connected directly with the 
plumbing. 

Besides local treatments of the cervix, oc- 
casionally the trial of vaccine therapy and for- 
eign protein injections has a place. I have not 
been an enthusiastic advocate of these measures. 
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Diathermy has a limited field in the chronic types 
in the absence of any pus. 


General and supportive measures to build up 
the patient by a nourishing diet, fresh air, ultra- 
violet rays, iron and arsenic, liberal exhibition of 
potassium iodide, tonics and cod-liver oil are, in 
my opinion, of greater value than most of the 
so-called, therapeutic conservative aids. 

When the temperature has remained normal 
for several weeks, and does not rise with repeated 
pelvic examinations or hot douches; when the 
leukocytic counts shows a normal or nearly 
normal level; when the sedimentation of ery- 
throcytes shows the normal rate of twelve or 
more hours; when the general condition as to 
blood pressure, cardiac and renal function does 
not contraindicate, it is proper to think of an 
operation, provided the patient has not recovered 
under really conservative treatment. 

There are other factors that one must con- 
sider when the decision to resort to surgery is 
reached, such as the question of sterility. There 
are many instances of marital infection partic- 
ularly of the gonorrheal type with definite pyo- 
salpinx when conception has occurred as long as 
fifteen years later. There can be no other ex- 
planation than that of healing with restored tubal 
patency. Indeed, many of these tubes can be 
blown open by transuterine insufflation or the 
obstruction located with lipiodol salpingography. 
A conservative operation as salpingostomy is in- 
dicated in this type. The psychical effect of men- 
struation is important, and its preservation 
sought. Radical operators occasionally lose sight 
of this factor. A thorough examination under 
anesthesia will very often result in postponement 
of operative measures. It may suggest cauteri- 
zation for endocervicitis to relieve a lymphangi- 
tis which on examination without anesthesia may 
simulate a salpingitis. Rectal or bladder pathol- 
ogy or the symptoms referable to poor posture 
and visceroptosis may cloud the picture. Com- 
plete examination will save possible embarrass- 
ment to the hasty surgical technician who rushes 
in and discovers only an innocent oviduct. The 
trained gynecologist makes good use of the rec- 
tal examination, speculum examination and exam- 
ination under anesthesia. 

Granted that conditions and symptoms war- 
rant operation, the method will depend upon the 
findings, the age of the patient and the nervous 
temperament of the individual. Most patients 
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requiring laparotomy have a combination of 
ovarian, uterine, and pelvic peritoneal involve- 
ment with extensive adhesions to coils of bowel. 
The young individual should be given a chance 
for future pregnancy even if it is very meager. 
To remove the uterus completely will, of course, 
abolish menstruation. If the patient has this 
function preserved, the psychological shock will 
be reduced, and menopausal symptoms delayed 
or lessened, which would not be the case if com- 
plete pelvic extirpation were carried out. The 
more high strung the woman the more impera- 
tive it is to conserve organs, and the function of 
one ovary at least should be saved. Resection of 
portion of an ovary is in the main not satisfac- 
tory, and often leads to retention cysts requiring 
secondary operation. A boggy infected uterus is 
better out although defundectomy of the Bell- 
Beuttner (or other) type with preservation of 
some endometrium has much to recommend it 
from the standpoint of continuing menstruation. 
The simple removal of one or both tubes is best 
accomplished by complete wedge shaped excision 
of the uterine horn, rather than to leave this 
often infected tubal portion. Hysterectomy is 
seldom required, therefore. Estes and others 
have advised transplantation of sections of the 
ovary into the cornue with the odd hope of 
pregnancy. I have had one case of conception 
follow this type of operation, which prompts me 
to continue the practice. 

Replacement of the retroverted uterus should 
be done with peritonealization by an anterior 
pleating of the fundal portions of the round liga- 
ments. A modified Baldy-Webster shortening 
again will give some support to the remaining 
ovaries as well as hold the uterus forward. 

Pelvic tuberculosis, however, requires less con- 
servatism, for, as Reuben Peterson and others 
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have shown, better end-results follow radical re- 
moval of pelvic organs if the primary focus is 
not too extensive. The more tuberculous foci 
that can be removed, the better are the chances 
for ultimate cure of the patient. If less radical 
procedures are chanced, the cessation of men- 
struation by means of partial castration doses of 
X-ray will aid immeasurably in the cure. 

J. V. Ricci reported in the New York State 
Journal of Medicine, January 1, 1928, a com- 
parative study of three 200 case groups of sal- 
pingitis to show the value of conservative treat- 
ment. In 200 cases of acute non-operated salpin- 
gitis, there were no deaths; in 200 operated cases 
of the chronic non-purulent variety, there was 
one death; while 29 deaths were present in the 
series of 200 operated cases of acute and chronic 
disease. This last group also was forced to stay 
in the hospital an average of three months as 
against two weeks for the non-operative and an 
average of three weeks for the chronic cases that 
were operated upon. 


The gynecologist has recognized the superi- 
ority of the conservative treatment of salpingitis 
for years, has preached it, and has been gratified 
at the trend in the past few years away from 
radical, unnecessary and dangerous operations. 
There are a bare 15 per cent of cases of salpingi- 
tis that require operation, and it is hoped that 
preventive measures can reduce this to a lower 
percentage. Surgery has no place in the treat- 
ment except the opening of abscesses, until the 
infection has had time to cool off. In the small 
percentage of cases requiring symptomatic inter- 
ference, conservative surgery should be prac- 
ticed, to preserve reproductive functions. Sal- 
pingitis, per se, should be treated palliatively, ex- 
pectantly and conservatively. 








HISTORIC REVIEW OF AMERICAN AND ENGLISH 
LITERATURE ON VITAL CAPACITY* 


Wiis S. Lemon, M.D. 
Rochester, Minnesota 


A the major functions of the body, 
respiration received only late attention, and 
knowledge regarding its physiology was slow and 
much interrupted in growth. A beginning was 
made in the seventeenth century by the work of 
Boyle, Mayow, Descartes, Lower and Hooke. 
Mayow came very close to the discovery of 
oxygen, and really formed an accurate estimate 
of the relationship between muscular work and 
increased respiratory action. 

Priestley and Lavoisier, by brilliant work in 
the discovery of oxygen, really laid the founda- 
tion for all future physiologic effort in this direc- 
tion. Bonili, in 1679, was the first who tried to 
determine the volume of air in the lungs and he 
made an experimental study of the amount of 
air received by a single inspiration. Jarvin, in 


1718, noted differences in quantity not only in 


different persons but in the same persons at dif- 
ferent times. Hales, in 1728, made specific 
measurements of the amount of air in the lungs, 
and was the first to ascertain the force brought 
to bear in breathing by using a mercury ma- 


nometer. Goodwyn, in 1788, first estimated the’ 


amount of the residual air. Keill, in 1708, made 
correct cubic measurements of the air exhaled 
from the lungs. The fundamental knowledge 
was now available for Hutchinson’s study on 
vital capacity, and his was a model for even 
modern research. 


FUNDAMENTAL INVESTIGATIONS 


Hutchinson acquired exact knowledge of the 
work of all previous investigators, not only on 
the same subject, but also on subjects relating to 
physiology of the circulation and to the composi- 
tion and pressure of the atmosphere. He seems 
also to have been the first to develop a funda- 
mental conception regarding the relationship 
existing among the several parts of the body. 
He wrote: “Our structure is like a complicated 
machine, each portion bearing a certain relation 


*From the Division of Medicine, The Mayo Clinic, Rochester, 
Minnesota. Submitted for publication May 19, 1931. 


to another, just as the wheels of a clock do to 
the length of the pendulum; for every length of 
pendulum demands its own peculiar train of 
wheels so calculated as to number its oscillation; 
this oscillation regulates the whole machine. In 
like manner, the respective development of every 
man is regulated by some certain and constant 
capacity or measure of his digestive system as 
absolutely essential to his respective develop- 
ment. One of the fundamental rules in architec- 
ture is ‘proportion,’ the relation that the whole 
fabric has to its constituent parts, and which each 
part has to the complete idea of the whole, for 
in buildings that are perfect in their kind, from 
any particular part, an architect may form a 
tolerable judgment of the whole; just in like 
manner, the physiologist, from a portion of the 
viscera, say an organ, should be able to form a 
tolerable judgment of the whole man from whom 
it was taken.” 


Hutchinson’s first lecture was given in 1844 
on the subject of vital statistics, embracing an 
account of a new instrument for detecting the 
presence of disease in the system. He gave the 
name spirometer or breathmeter to this instru- 
ment. He conceived the idea that practitioners 
of medicine might be benefited if they could by 
any means measure accurately the volume of air 
breathed out at one full expiration, together with 
the power exercised by the muscles of expiration 
and inspiration concerned in the effort. Before 
he arrived at any conclusions, or made any re- 
port on his work, he had examined more than 
1,200 persons of different classes and occupa- 
tions. He found that tall, thin men had the 
greatest vital capacity, and this fact led him to 
make the measurement of height the chief con- 
sideration in his observations. He believed that 
no other physical sign could be so steady a guide 
as that of height, because it does not vary in dis- 
ease or in health, in adult life or in old age, 
although weight and breadth vary at all periods 
of life. His invention of the spirometer made 
the easily determinable vital capacity the central 
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point in spirometry until the time of Bohr, half 
a century later (Lundsgaard and Van Slyke). 

Hutchinson, in his first paper, in 1846, 
arranged the quantity of air in the thorax under 
different conditions that are dependent on 
thoracic movement, under five heads as follows: 
(1) residual air, (2) reserve air, (3) breathing 
air, (4) complemental air, and (5) vital capacity. 
To the last three divisions combined, being the 
greatest voluntary expiration following the deep- 
est inspiration, the term vital capacity is applied ; 
that is, the sum of the reserve air, breathing air 
and complemental air is equal to vital capacity. 

As already observed, various measurements 
had been made but Hutchinson seems to have 
been the first to estimate the limits of the quan- 
tity of air under each of the five conditions that 
are dependent on thoracic movement. He laid 
down the first rules regarding standards of meas- 
urement so that estimated normal amounts of air 
might be compared with actual spirometric read- 
ings in health and disease. His investigation led 
him to inquire into the influence not only of 
height, which he considered his most accurate 
standard, but also weight, volume of thorax, cir- 
cumference of thorax and sitting height and the 
influence of these factors, in determining the 
vital capacity. He came to the conclusion that 
the healthy vital capacity is chiefly affected by 
height, weight, and age, and he determined quan- 
titatively the amount of variation that each 
brings about. 

Not only was this study concerned with rela- 
tionships affecting persons who were in good 
health, but also with similar relationships in per- 
sons who were ill. Hutchinson was the first to 
make a systematic study of the vital capacity in 
tuberculosis, of both early and advanced stages. 
He was able to anticipate the presence of pul- 
monary disease long before the most skilled 
clinicians could discover it by clinical methods 
then employed. In the period between 1846, 
when Hutchinson’s paper appeared, and the be- 
ginning of the present century, papers were pub- 
lished by observers who either agreed or dis- 
agreed with Hutchinson, or who employed modi- 
fications of his instrument. I have been able to 
obtain sixteen articles written in this time. 

Pepper considered the influence on vital capac- 
ity of mobility of the thorax and measured the 
difference in inspiration and expiration ; he com- 
pared the capacity of healthy, robust, well devel- 
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oped active men, with that of small, feeble, un- 
derdeveloped persons living sedentary lives. 
Jackson and Lees also were concerned with the 
influence of muscular development on vital 
capacity. Pepper was the first to announce the 
effect of heart disease on the vital capacity, 
and noted that debility of patients with heart 
disease was insufficient to account for the 
large percentage of reduction in vital capacity. 
He then paved the way for the work of Peabody, 
which was to appear seventy years later. Pep- 
per also confirmed the value of the spirometer 
in the early diagnosis of tuberculosis. He found 
that the degree of reduction in vital capacity cor- 
responded with the greatest amount of pulmo- 
nary disease. It was observed that reductions in 
vital capacity consequent on injury to pulmonary 
tissue were increased by extrapulmonary condi- 
tions, such as enlargement of the stomach, liver, 
or spleen, and lesions that inhibited the move- 
ments of the wall of the thorax and of the dia- 
phragm. General principles, therefore, regard- 
ing the cause of reduction in vital capacity were 
in the process of formation. 

Schneevoogt and Voorhelm examined 300 men 
and women, some of whom were normal, and 
others of whom were diseased, and reported 
thirteen series of observations. They studied the 
vital capacity of healthy men and healthy women, 
of patients whose family history contained rec- 
ords of death from tuberculosis, of patients sus- 
pected of having tuberculosis and of others in 
various stages of the disease. They also tab- 
ulated results of examination of patients with 
pneumonia, emphysema, heart disease and de- 
formities of the thorax, and were the first to 
recognize that the complications of pneumonia 
might be anticipated by a lowering of vital 
capacity when it should be rising. They failed 
to note the very great loss in vital capacity in 
pneumonia, and failed to point out the value of 
that fact in differential diagnosis. They also in- 
quired into the effect on vital capacity of abdom- 
inal distention due especially to ascites and preg- 
nancy, and were the first to give accurate figures 
representing the degree of loss in vital capacity, 
due to these causes. 


Fabius added his observations of vital capacity 


after labor. His was the first voice raised in 
objection to Hutchinson’s standard. He offered 
instead the measurement of the torso and the 
circumference of the thorax. However, Fabius 





VITAL CAPACITY—LEMON 


agreed with former authors regarding the influ- 
ence of age and muscular power, and the effect 
of tuberculosis. He added his own figures show- 
ing the reduction brought about by asthma, and 
by such abdominal disorders as constipation. In 
commenting on the efficiency of spirometry and 
the standard employed, Biegel wrote: “Simon, 
who has made many careful investigations, was 
of the opinion that the length of the thigh influ- 
ences the amount of respiration. Fabius, how- 
ever, found enormous disproportions.” Biegel 
said: “By means of such numerous investiga- 
tions as were made by Hutchinson, we might 
possibly find out a certain rule of proportion, and 
arrive at definite conclusion provided we could 
compare the ears, or any other part of the body, 
and amount of respiration of many thousands of 
men.” This recalls the fundamental concept of 
Hutchinson which permitted him to establish his 
facts; namely, that the amount of respiration in 
man is in proportion to the height of his body, 
that the greatest respiratory power is found be- 
tween the ages of twenty and forty years, and 
that with men of this age, for each centimeter 
of height, between 22 and 24 c.c. of air of ex- 
piration might be calculated, but for women the 
amount would be only between 16 and 17.5 c.c. 

Gleitsmann, in 1874, began the first survey to 
evaluate the spirometric readings in relation to 
practical use. He studied applicants for life in- 
surance who on examinations, by all means then 
available, were found to be without evidence of 
disease, yet whose spirometric readings were 
more or less palpably divergent from the calcu- 
lated normal. He advocated use of the spirom- 
eter for life insurance examinations, because 
he believed that those with definitely decreased 
respiratory capacities were more likely than 
others to have tuberculosis, or to develop it later, 
and that they should not be accepted without 
reservation. These were the applicants who in- 
duced, in the examiner’s mind, increased caution 
in passing judgment on their future health. 

At about the same time, 1875, Elsberg and 
many other observers began thorough search for 
measurements that might permit normal figures 
to be established that would satisfy all the varia- 
bles of age, sex, size, muscular development and 
strength, and the variations which occurred in 
disease. Elsberg’s work is the first I have found 
that deals with the vital capacity of childhood. 
Waldenberg’s work had already been reported. 
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He considered the effects of inspiratory traction 
as well as of expiratory pressure, and thought 
them to be the products of various factors, some 
of a positive, some of a negative, nature. These 
factors are (1) muscular power; (2) elasticity 
of the lungs, and (3) obstacles presented by the 
walls of the thorax, its contents, and the neigh- 
boring viscera. These general principles led to 
studies of tuberculosis, emphysema, asthma, 
bronchitis, diseases of circulatory organs, 
asthenic states, and diseases of the central nerv- 
ous system, especially progressive muscular 
atrophy and bulbar paralysis. Observers of that 
epoch were the first to consider dyspnea in rela- 
tion to vital capacity, and urged spirometry as a 
means of denoting dyspnea with exactitude, both 
quantitatively and qualitatively, and as a means 
of showing whether it is inspiratory or expiratory 
or both. 

Holden, like Gleitsmann, searched for practical 
applications of spirometry to diagnosis and treat- 
ment, and advocated its use to develop capacity 
of the thorax and to redilate cells that were col- 
lapsed and weakened by disease. It would seem 
that he used his specially devised instrument in 
much the same way as the instrument by which 
bottles are blown, but he had a musical instru- 
ment incorporated, the note of which was an in- 
dex of the power employed. 


By the close of the nineteenth century, largely 
through the stimulus provided by the investiga- 
tion of Hutchinson, standards for development 
of normal readings had been set up. These took 
cognizance, especially, of the relationship of vital 
capacity to height, length of trunk, circumfer- 
ence of thorax, weight, sex and age. The ob- 
servations included not only normal persons, but 
those who suffered from all manner of diseases. 
Decreases in vital capacity could be said to be 
due, as Peabody reaffirmed many years later, to: 
(1) anything which interfered with respiratory 
movements of the thorax, including muscular 
weakness, calcification of cartilages, arthritis, 
pleurisy, pleural effusion, and intra-abdominal 
conditions which might prevent free descent of 
the diaphragm, such as ascites, tumors and preg- 
nancy; (2) inflammatory and infiltrative lesions 
affecting the pulmonary substance, such as pneu- 
monia, tuberculosis, bronchiectasis, and carcino- 
ma; (3) alterations of elasticity of pulmonary 
parenchyma, such as is produced by emphysema, 
and (4) increased pressure in the pulmonary cir- 
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culation, and engorgement of the pulmonary ves- 
sels, such as occurs in cardiac decompensation 
with congestion of lungs, infarction, and effu- 
sion. 


These authors of the nineteenth century em- 
ployed the test of vital capacity to supplement 
physical examination, and expected it to show 
the presence of disease before examination could 
be expected to discover a lesion. They also em- 
ployed it to determine the course, progress, prog- 
nosis and treatment of disease. Finally, they 
encouraged its use as an economic method for 
selection and observation of applicants for the 
Army and to exclude the unfit from the risks 
accepted by insurance companies. 


OBSERVATIONS FROM 1900 To 1930 


Judging from the accurate and complete rec- 
ords that had been made by earlier observers, 
and their hearty endorsement of this method of 
examination, it would have been reasonable to 
expect enthusiastic continuation of work in the 
present century. The opposite was the case. 
Whatever the cause for lack of interest, whether 
there was a reaction from over-enthusiasm, 


whether there was dissatisfaction from inability 
to develop a standard measurement to embrace 
the many variable factors encountered, or 
whether because of the development of newer 
and accurate means of diagnosis, such as the 


roentgen ray, the test fell into disuse. About 
physiologic laboratories the spirometer became 
the spinning-wheel in the parlor; it was interest- 
ing to look at and blow into as a test of muscular 
strength but it was not seriously employed either 
in studying disease or in developing respiratory 
physiology. 

In 1910, however, the spirometer was again of 
service in the examination of applicants for en- 
listment in the Army. Owen was of the opinion 
that the spirometric readings gave a more exact 
determination of physical fitness and pulmonary 
capacity than other measurements then in use, 
particularly that of expansion of the thorax. He 
also found that the liability of error was much 
less with the spirometer than with the tape meas- 
ure. 


The study of the vital capacity became uni- 
versally stimulated in the years following 1913, 
when Hoover, Peabody and Wentworth, Mc- 
Clure and Peabody, Lundsgaard, Barker and Van 
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Slyke began their studies on respiration. Their 
work led them to investigate acidosis in nephri- 
tis, the effects of carbon dioxide in the inspired 
air on patients with cardiac disease, the minute 
volume and alveolar air in pulmonary emphy- 
sema, the basal and the minute volume of the 
respiration of patients with cardiac disease, the 
mechanical factors in the production of dyspnea 
in cardiac disease, the relationship between vital 
capacity and dyspnea and between the size of the 
thorax and of the volume of the lung. Christie 
and Beams employed spirometry in the study of 
the relationship of position to orthopnea. The 
practical value of these studies seems to be found 
in the conclusions especially regarding emphyse- 
ma and diseases of the heart. Hoover expressed 
the belief that in emphysema the patient suffers 
from impaired alveolar ventilation of the lung 
and not from impairment of the lung as the 
organ of external respiration. 


Peabody developed the generalization: ‘“Pa- 
tients with cardiac and cardiorenal disease, who 
are without acidosis as indicated by the alveolar 
carbon dioxide tension react in a manner similar 
to normal subjects. Patients with cardiac and 
cardiorenal disease with acidosis are much more 
susceptible to the carbon dioxide in the inspired 
air. Dyspnea is more easily produced than in 
normal subjects or in patients without acidosis 
and the ventilation may be doubled when the in- 
spired air contains only 2 or 3 .per cent carbon 
dioxide.” Not only was vital capacity indirectly 
involved in scientific studies of the respiration 
but it became very practically connected with the 
clinical study of heart disease, the evaluation of 
the stages of the disease, of progression and re- 
trogression, of competency and incompetency. It 
became apparent that changes in vital capacity 
antedated any objective evidence of cardiac in- 
sufficiency such as pulmonary edema, enlarge- 
ment of the liver or peripheral edema. The in- 
crease in vital capacity indicated improvement in 
cardiac competency before it could be appreciated 
by physical examination and a chart of many 
readings gave a graphic picture by which the 
clinician might see the whole course of the ill- 
ness with respect to disturbance of the pulmo- 
nary circuit. No method in use at that time told 
so much about it as the determination of the 
vital capacity of the lungs. 

Lilienthal, in 1926, in studying the comparative 
value of various operative procedures on the 
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thorax, used vital capacity as an index of the 
crippling effect of these operations on respira- 
tion. He studied especially the vital capacity 
following lobectomy, and concluded that the abil- 
ity to work or to exercise violently depended 
more on the condition of the heart than on vital 
capacity and thought there were far too many 
variations and individual differences affecting the 
readings to make them very important. He con- 
cluded:. “From the surgeon’s point of view, a 
reading approaching normal should not be con- 
sidered as important as the elimination of the 
signs of disease for which the patient sought 
aid.” 

Powers, in 1928, studied the significance of 
vital capacity in relation to postoperative pul- 
monary complications. He believed that the 
greatest reduction of vital capacity, and the most 
prolonged period of recovery, followed opera- 
tions on the upper part of the abdomen and he 
suggested that this excessive reduction in vital 
capacity might have some bearing on the fre- 
quency with which postoperative pulmonary 
complications occur after operations in this re- 
gion. 

Spirometry and Surgery.—The most impor- 
tant contributions of spirometry to surgery be- 
gan in 1918, with the work of Graham and Bell, 
whose classical study of open pneumothorax, and 
its relation to the treatment of acute empyema, 
was the stimulus required to alter the whole plan 
of procedure in the surgical treatment of pleural 
exudates of synpneumonic type and of strepto- 
coccal origin. As a corollary of this epochal work 
in treatment, they were able to state general 
principles dealing with the risk of operation, the 
degree of dyspnea, and the accompanying cyano- 
sis. These principles were to the effect that 
danger of operation increased in the proportion 
that vital capacity was reduced to the amount of 
the tidal air, which is the amount required to 
maintain aeration of the blood. 


Yates, in 1925, studied vital capacity in rela- 
tion to intrathoracic treatment and virtually con- 
firmed the work of Graham and Bell. He stated: 
“Limitation in any of the four factors, volume of 
ventilated air, total expanse of alveolar epithe- 
lium, total area of vascular endothelium or unit 
volume of good blood, reduce the essential func- 
tion, external respiration, which is manifested by 
corresponding reduction in vital capacity.” He 
expressed the belief that accurately controlled 
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observations of vital capacity of surgical pa- 
tients, before and after operation, serve as a sat- 
isfactory criterion of their general postoperative 
condition. 

Lemon and Moersch, in 1924, studied the con- 
verse of this problem; namely, the vital capacity 
in relation to operative risk. In view of the 
fairly accurate estimation which vital capacity 
gives of physical fitness, it seemed possible that 
operative risk might be estimated by the same 
method. They examined 379 consecutive pa- 
tients before operation, compared the observa- 
tions with the outcome of the operation, made a 
corresponding comparison with the surgeon’s 
estimation of operative risk, and concluded: 
“For routine purposes, the determination of the 
operative risk from the surgeon’s opinion is 
probably on the whole a more satisfactory esti- 
mate than that obtained by means of the vital 
capacity readings. However, if the surgeon 
does not have the benefit of experience or the 
assistance of an experienced internist in making 
such an estimate, especially in ‘questionable 
cardiac or pulmonary conditions, vital capacity 
determinations may be of the greatest aid. From 
whatever cause, the closer the approximation of 


vital capacity to tidal air, the graver will the risk 
become.” 


Re-opening of investigation regarding the 
measurements necessary to create normal stan- 
dards—When Dreyer’s book appeared in Eng- 
land, in 1920, the whole question of standard 
measurements was reopened. This study was 
the first real attempt to correlate all the impor- 
tant and accepted determining factors, such as, 
height, stem height, weight, age, sex and surface 
area. The other investigators who took part in 
this work included West, Lundsgaard and Van 
Slyke, Lundsgaard, Schierbeck, Stewart, Myers, 
Peabody, Boynton, Rogers, Lemon and Moersch, 
Jackson and Lees, and Swan and Evans. 

Moersch and I have been impressed with the 
comparative accuracy of all the methods sug- 
gested. We believe that no single standard is 
applicable to all the variable factors. In that re- 
spect, we think the test is comparable to such 
functional tests as the test for renal sufficiency 
with phenolsulphonphthalein, or the various 
tests of hepatic function. We are also of the 
opinion that series of readings are more impor- 
tant than a single reading and that the discrep- 
ancies become of less significance if one standard 
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is uniformly applied. For practical use, and for 
simplicity, one may employ the method and the 
tabulated data of Myers, or the slightly more 
bothersome calculation of West’s formula. There 
seems to be a more nearly uniform opinion that 
West’s formula, which includes the three great 
determining factors of height, weight and sex, 
is the most accurate. West found that the aver- 
age vital capacity of young men is approximately 
2.5 liters for each square meter of body surface, 
and that that of young women is approximately 
2.0 liters for each square meter. Moersch and I 
thought that the vital capacity could be calculated 
more accurately by this formula than by any 
other method. West’s second formula (height 
in centimeters multiplied by twenty-five for men 
and by twenty for women) seemed to us to be a 
satisfactory working formula, although slightly 
less accurate than the former. The method of 
Peabody and Wentworth was next in order of 
accuracy. 


In any of these estimations, allowance must be 
made for age. A guide to the influence of age 
may be had from the work of early authors, 
especially of Hutchinson, and particularly from 


the long continued observations of Pratt, who 
found that vital capacity reaches its maximal 
amount in the third decade of life, and falls 
slightly in the fourth, but that no considerable 
reduction occurs before the age of sixty years. 
Bowen, in 1923, studied the relation of age and 
of obesity to vital capacity. He found that the 
vital capacity is within normal limits up to the 
age of fifty years; thereafter reduction is gradual 
and reaches 50 per cent of normal at the age of 
eighty-five years. The greatest drop is between 
fifty and sixty years. The vital capacity of peo- 
ple who are obese and overweight is but slightly 
less than normal, using the standard of height, 
but averages 20 per cent less than normal on the 
basis of surface area, between the ages of 
twenty-six and fifty. One of the most important 
studies had to do with estimations of vital capac- 
ity of children. Present knowledge in this field 
is largely dependent on the work of Emerson 
and Green who found that a close relationship 
exists between the vital capacity and surface area 
in childhood, that the vital capacity of girls is 
generally larger than that of boys, and that de- 
terminations of vital capacity of children who 
are less than seven years of age are unreliable. 

Edwards and Wilson expressed their thought 
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that the vital capacity of children exhibited 
slightly better correlation with height than with 
weight or surface area. 

Stewart studied the vital capacity at various 
ages and traced the relative increase in both boys 
and girls as they grew toward maturity. He 
made an important observation that the increase 
in vital capacity becomes rapid about the time 
of puberty, and then proceeds at a slower rate, 
reaching its maximal amount near the twentieth 
year in the boy’s life and slightly before this time 
in the girl’s life. The period of acceleration in 
the rate of growth in pulmonary capacity begins 
and terminates at an earlier age with girls than 
with boys. 


The report of Stiles and Graves is not unlike 
that of Stewart. Stiles and Graves found that 
there is an annual average increase in the pul- 
monary capacity, from the age of six years to 
that of seventeen years, and that this increase 
becomes especially marked from the age of four- 
teen years to that of sixteen years. The average 
pulmonary capacity, as measured by a dry spi- 
rometer, averages about 100 to 200 c.c. higher in 
boys than in girls from the age of six to thirteen 
years. At the age of fourteen years a very 
greatly increased difference in pulmonary capac- 
ity becomes evident in favor of the boys, and 
this difference increases between the ages of 
fourteen and seventeen years inclusive. At the 
age of seventeen years, the difference between 
boys and girls is marked. Stiles and Graves also 
studied the effects of infestation with intestinal 
parasites of various kinds, including Ascaris, 
Lamblia, Endameba coli and whipworm; only 
patients with whipworm infestation suffered any 
appreciable decrease from normal vital capacity. 

Stewart, and Stewart and Sheets, studied the 
influence of disease on vital capacity and the im- 
portance of the test in estimating both the prog- 
ress of the disease and the degree of injury to 
both the lungs and the heart. Included in their 
survey were cases of tuberculosis, bronchitis, 
lobar pneumonia, bronchial asthma, and heart 
disease. The moderate reduction in vital capac- 
ity present among children who had tuberculosis 
or were suspected of having it, was thought to 
be due, in part, to their general malnutrition, and 
probably to the presence of enlargement of 
tracheobronchial lymph nodes. The former ex- 
planation seemed the more probable. The con- 
clusions lead one to believe that the effects of 
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tuberculosis or of changes that arouse suspicion 
of its presence are not unlike those in adults. 
Wilson, Edwards, and Liss in 1924 used spiro- 
metric readings as an aid to the diagnosis of 
tracheobronchial adenopathy in children between 
the ages of five and twelve years. They found 
a reduction in vital capacity of 15 to 42 per cent 
in this type of disease, 

Stewart and Platou reported that 75 per cent 
of children have vital capacity equal to, or more 
than, 90 per cent of the average for persons of 
corresponding age and size. Only 25 per cent 
have readings 10 per cent below their estimated 
normal values. It is to this group that special 
study should be directed to eliminate cardiac or 
pulmonary disease. The pathologic changes 
brought about by these diseases immediately in- 
fluence vital capacity of the lungs. The progress 
of the disease, with increasing or declining sever- 
ity, may be traced by charting repeated ° spiro- 
metric readings. 

Racial characteristics —Smillie and Augustine, 
in 1926, studied the vital capacity of the negro. 
They were studying the problem of infestation 
with hook-worm among negro children, and one 


of the measurements employed in determining 
the physical fitness of these children was the 


vital capacity. They discovered that normal 
negro children had markedly lower vital capacity 
than white children of the same age, sex, and 
economic status. This difference was found to 
be so constant that it seemed to them to be a true 
racial characteristic. Although the negro has 
longer legs and a shorter trunk than the white 
person, yet they found that the vital capacity of 
the negro when calculated from surface area 
was not greatly different from that of the negro 
when calculated from standing height. When 
the vital capacity of negroes was calculated from 
sitting height, however, the result was much 
higher than when it was calculated from stand- 
ing height or surface area. Smillie and Augus- 
tine expressed the belief that the low readings, 
calculated from surface area and standing height, 
were due to the shorter trunk of the negro. Even 
when calculated from sitting height, however, the 
readings were 15 per cent below those of com- 
parable white people. They thought that the 
standard deviation and the coefficient of varia- 
tion of both races are lowest when vital capacity 
is calculated from surface area. Because of the 
low vital capacity of negroes, there is the tempta- 
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tion to suggest that there may be a correlation 
between it and their susceptibility to respiratory 
disease, particularly to pneumonia and _ tuber- 
culosis. Smillie and Augustine have no data to 
sustain such an assumption. 

Turner and Aboushadid studied the vital ca- 
pacity of Syrian women and compared it with that 
of English, American and German women. They 
found the values definitely lower among the 
Syrian women than among the controls. Mixed 
races had vital capacity more nearly correspond- 
ing with the controls. Studies by Foster on 
Chinese adults and by Nanagas and Santiago on 
adult Filipinos and Chinese also indicate that 
these races have smaller vital capacity than 
Caucasians. 


Throughout the last decade, many observers 
have repeated the studies on vital capacity in the 
presence of disease, without adding any really 
new data to those general principles discovered 
by Hutchinson and those who followed his work 
before the beginning of the present century. Nor 
have any principles been added to those laid 
down by Peabody. An instructive observation 
was made by Arnett, in 1925. He found that in 
so-called neurocirculatory asthenia, no significant 
diminution of the vital capacity exists as it does 
in organic heart disease. This is in agreement 
with the work of Levine and Wilson, Adams and 
Sturgis, White, and others who have shown that 
the vital capacity is generally within normal 
limits among patients with an irritable heart. 

Flagstad and Kollman studied the vital capac- 
ity in cases of deformity from scoliosis. They 
were impressed with the rarity of tuberculosis in 
these cases and with the frequency of cardiac 
disease. They found dyspnea, irregularity of 
cardiac action and hypertrophy of the heart in 
the severe cases, and believed that these patients 
suffered impaired health due to their deformity. 
The resistance, defense, growth and repair of 
the intrathoracic structures, as well as of the en- 
tire organism, are commensurate with vital 
capacity. Flagstad and Kollman expressed the 
belief that the vital capacity gave an index to 
the injury done and to the operative risk, 
especially of thoracic, spinal, and abdominal op- 
erations. If the vital capacity approaches 50 or 
60 per cent of normal, operation should not be 
considered lightly. Reduction of vital capacity 
probably explains the shock that frequently fol- 
lows operation on severely sick persons. 
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Within later years, Myers reopened the dis- 
cussion of the value of the test of vital capacity 
in estimating the fitness of recruits to the Army. 
Dreyer pointed out its use in the British flying 
service and Schneider made use of the test with 
the American flying forces. Ferguson made 
some definite statements as a result of work in 
the American naval service. He expressed the 
thought that spirometry was largely without diag- 
nostic value in heart disease, but that in pul- 
monary disease, particularly incipient or quiescent 
tuberculosis, very valuable evidence could be ob- 
tained. His results are worth repetition: “Re- 
view of the Naval Academy records showed that 
nineteen midshipmen had developed pulmonary 
tuberculosis since 1912; of these nineteen men, 
ten had spirometric estimations made within a 
year of the development of the disease ; seven, or 
70 per cent, of these ten men had spirometric 
readings below the minimum for their height, 
that is, below 90 per cent of the calculated 
normal. Those figures are all the more striking 
because at the time of the observation the men 
had chest examinations made by at least two ex- 
perienced examiners and no evidence of tuber- 
culosis was found.” 

The value of the test consists in focusing at- 
tention on a particular group of men. It does not 
replace physical examination or other accepted 
methods used in diagnosis. 

Wittich and Polczak compared tests of breath- 
holding with vital capacity in health and disease. 
They found that the deviation from the stan- 
dards set up by Stange and Sabrazes was ap- 
proximately the same as the deviation from the 
standards of vital capacity, and that cardiac or 
pulmonary disease produced the same effect on 
the readings of either test. The group of tuber- 
culous men and women showed definitely cor- 
responding diminution of breath-holding and vital 
capacity and the values diminished notably as the 
disease advanced. They quoted the work of 
McMechan as follows: “The breath-holding test 
bore a definite and direct ratio to vital capacity 
as gauged by the spirometer, so that a normal 
breath-holding test would naturally suggest a 
normal vital capacity and any decrease or in- 
crease of the breath-holding interval would in- 
dicate a corresponding rise or fall in vital capac- 
ity. The vital capacity in cubic centimeters clini- 
cally is usually about 100 times the Stange 
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breath-holding interval in seconds for males and 
the Sabrazes test for females.” 

The workers of the present century have been 
able to develop acceptable standards for estimat- 
ing the normal vital capacity. They recognize 
that no single test can satisfy all the variable in- 
fluences, any more than any single renal or 
hepatic test can give complete information re- 
garding the functions of those organs. 

The influences of disease and race on the vital 
capacity have been confirmed, and the knowledge 
extended. The diagnostic and prognostic value 
has been more nearly agreed on, and the practical 
value of the test in both civilian and military 
practice has been established. 
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IS VITAMIN A AN ANTI-INFECTIVE AGENT? 


The significance of vitamin A as an essential of 
human nutrition can no longer be questioned. Until 
recently, physiologists have been engrossed with the 
consideration of the more obvious manifestations of 
deficiency disorders. The gross lesions of scurvy, 
pellagra, rickets and other results of dietary defects 
have received foremost consideration. When mastoid 
and nasal sinusitis, purulent otitis media, and ocular, 
respiratory and alimentary tract infections were found 
to occur in laboratory animals deprived of vitamin A, 
the problem of “lowered resistance” naturally presented 
itself. Recent investigation has suggested that infec- 
tion may follow the weakening of the tissues, and that 
it may be due to the breakdown of the local tissue de- 
fenses. This has raised the question as to whether it 


is proper to refer to vitamin A as an “anti-infective” 
agent. Rats inoculated with virulent bacteria and kept 
on a vitamin A-free diet showed markedly decreased 
resistance to infection as compared with controls re- 
ceiving cod liver oil. No such susceptibility to similar 
inoculations was found in rats on a diet deficient in 
vitamin D, compared to controls protected by viosterol. 
Increased susceptibility to infection is apparently an 
early manifestation of a dietary low in vitamin A. 
There has been a lack of evidence that vitamin A can 
cure infections when the barrier of the mucous mem- 
branes has been passed or that it can prevent or cure 
infections that enter the blood stream. The newer 
studies pave the way for the possibility, however, that 
vitamin A may after all do more than maintain the 
physiologic defenses of the mucous membranes. (Jour. 
A. M. A., October 24, 1931, p. 1229.) 





THE SURGICAL TREATMENT OF ACUTE EMPYEMA* 


Stuart W. Harrincton, M.D. 
Rochester, Minnesota 


5 here: most common type of empyema is that 

which occurs as a complication of some pri- 
mary pulmonary disease. Practically all cases of 
pulmonary infection are under medical supervi- 
sion from the onset of the disease and those 
cases in which surgical intervention is required 
usually are the result of unavoidable complica- 
tions that have developed during the course of 
the disease. The patients are very ill, for their 
resistance has been lowered by the primary pul- 
monary infection, and surgical treatment to alle- 
viate the condition should be as conservative as 
possible. 

The fundamental principle in the treatment of 
acute empyema is surgical drainage, but the time, 
site and method of drainage depend on the indi- 
cations in the individual case. Many methods 
have been advanced for the accomplishment of 
drainage in these cases, but none has been en- 
tirely satisfactory in all cases, which explains the 
multiplicity of operative procedures. The ma- 
jority of methods advanced differ only in details 
of technic. The cardinal principles of any meth- 
od for cure of acute empyema are : (1) adequate 
drainage, (2) avoidance of open pneumothorax, 
(3) rapid sterilization of the diseased area, (4) 
early obliteration of the cavity by expansion of 
the lung, and (5) good medical care with partic- 
ular attention to the nutrition of the patient. 

Surgical intervention in these cases should be 
conservative, directed toward saving the patient’s 
life, and toward restoring him to health in the 
shortest time, with the least loss of structure and 
function, and with a minimal amount of discom- 
fort and deformity. 

From an anatomic standpoint, acute empyema 
may involve the entire thoracic cavity, with com- 
plete collapse of the lung, or encapsulation may 
have taken place, and the empyema may be of 
the interlobar, parietal, mesial or diaphragmatic 
types. In these types of empyema, only a portion 
of the thoracic cavity is involved, and the lung 
is only partially collapsed. The condition may 
be unilateral or bilateral, and the encapsulated 
cavities may be single or multiple. 
~~ *From the Division of Surgery, The Mayo Clinic, Rochester, 


Minnesota, Read before the Minnesota State Medical Associa- 
tion, Minneapolis, May 4 to 6, 1931. 


In cases in which physical signs, clinical symp- 
toms, and roentgenologic examination give rea- 
son to suspect the presence of empyema, the first 
surgical procedure indicated is that of diagnostic 
aspiration of the thoracic cavity. This procedure 
should be carried out under the strictest observ- 
ance of the laws of asepsis, and the patient 
should be prepared for a radical procedure if it 
should prove necessary. The site of election for 
the puncture is determined by the physical signs 
and roentgenologic examination. The usual site, 
in the total and large parietal types of empyema, 
is the eighth or the ninth interspace, in the pos- 
terior axillary line. If the fluid is thin and clear, 
or opalescent, no further surgical procedure 
should be performed at the time, except when 
there are signs of cardiac or respiratory difficulty 
from pressure of a large amount of fluid; then 
from 500 to 750 c.c. of fluid may be removed, 
thus completing the procedure as a therapeutic 
aspiration. A culture of the fluid removed should 
be made and the type of bacterial invasion deter- 
mined; this is of prognostic importance but has 
no direct bearing on the subsequent operative 
procedures except in cases of tuberculous em- 
pyema. If pyogenic organisms are not found, 
either by smear or culture, surgical drainage of 
the pleural cavity should not be instituted, re- 
gardless of the clinical symptoms or of the gross 
appearance of the fluid aspirated, because of the 
possibility of the condition being a tuberculous 
effusion. When anaérobic organisms are found, 
great care should be exercised not to contami- 
nate the thoracic wall, because of the possibility 
of producing severe gangrenous infection. 

The types of bacteria which more commonly 
invade the lungs are the pneumococcus and the 
streptococcus. Of the streptococci, those of the 
hemolytic type are especially noteworthy. The 
pneumococcic type of empyema is likely to oc- 
cur late in the course of the pulmonary disease, 
during the process of healing, and there is a 
tendency to early formation of fibrin and frank 
pus, with thickening of the pleura. The hemo- 
lytic streptococcus types of empyema usually oc- 
cur early in the course of the pulmonary dis- 
ease, and the formation of fibrin and frank pus, 
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with thickening of the pleura, is less rapid. This 
type presents the greatest surgical risk because 
the empyema is present when the toxemia of the 
pulmonary disease is greatest. 


During the acute, seropurulent stage of em- 
pyema, aspiration should be performed as often 
as necessary to relieve cardiac and respiratory 
difficulty. Gradual transition of the fluid, from a 
clear, thin appearance, to an opalescent, thick as- 
pect, will be observed, and finally frank pus will 
be obtained, at which time surgical drainage is 
indicated. 

Repeated aspiration rarely effects cure, al- 
though it may be curative occasionally in hemo- 
lytic streptococcal types. However, repeated as- 


piration is of great aid in tiding the patient over 


the critical period of the illness, until the pneu- 
monic process is healing, and fibrinous thicken- 
ing of the visceral pleura has stabilized the medi- 
astinum. Operative drainage by one of the 
closed methods can then be accomplished with 
greater safety. 


The method of choice for surgical drainage is 
a matter of personal experience. I have obtained 
the best result from the intercostal closed meth- 
od and from the transcostal closed method, in the 
latter of which the dressing tube is inserted 
through the inner layer of periosteum, after re- 
section of a small segment of a rib. The site of 
drainage is determined with an aspirating needle, 
a trocar and cannula of the desired size are in- 
serted through the selected interspace, and a 
catheter the exact size of the cannula is inserted 
through the cannula, which is then withdrawn. 
In this way the drainage tube fits the opening in 
the thoracic wall as accurately as possible. The 
tube has an opening at the end, and another at 
the side, and enters the empyema cavity for not 
more than half an inch, thus preventing injury to 
the pulmonary tissue when the lung reéxpands to 
fill the cavity, and also avoiding mechanical irri- 
tation as a contributing cause of thickening of 
the pleura. The tube is clamped and securely 
fastened to the thoracic wall with adhesive tape, 
making an air-tight closure. The pus is aspirated 
with a syringe, and the cavity is irrigated at first 
with physiologic sodium chloride solution. Then, 
if a bronchial fistula is not present, 0.5 per cent 
chlorinated soda (Dakin’s solution) is used to aid 
in sterilizing the cavity, in liquefying the fibrin 
and to act as a chemical decorticant. This pro- 
cedure is carried out every hour in the course of 
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the day and every two or three hours at night. 
The patient is immediately started on respiratory 
and blowing exercises to reéxpand the lung and 
to obliterate the cavity. The vital capacity is esti- 
mated daily to determine the progress of the re- 
expansion of the lung. A specimen of the 
drained material is taken for culture, and the 
capacity of the cavity is measured once a week. 

The kind of solution used to irrigate the cav- 
ity is a matter of choice and experience. Many 
solutions act better in the test tube than in con- 
tact with tissue. I have tried the different solu- 
tions, and recently have studied three parallel se- 
ries of cases; in one series I used mercuro- 
chrome, in a second, physiologic solution of so- 
dium chloride, and in the third, 0.5 per cent chlo- 
rinated soda. It is difficult to make any definite 
decision relative to the merits of each. I believe 
that there is very little antiseptic value in the so- 
lutions used, and that the efficiency of the irri- 
gation method lies in the mechanical washing out 
of the pleural exudate. Because I have em- 
ployed the solution of chlorinated soda for a 
longer time, I may be prejudiced in its favor. Its 
greatest value in obliterating the cavities consists 
in its proteolytic properties and in its mechanical 
action on the tissues; thus the period of drain- 
age and of convalescence is shortened. It must be 
used in strength so that 0.45 to 0.5 per cent of 
free chlorin, the active agent of the solution, is 
available and it should be prepared fresh. I use 
a solution of hyclorite, a proprietary preparation, 
which is about eight times normal strength, is 
more stable than 0.5 per cent chlorinated soda, 
and does not have to be prepared so often. It is 
prepared for use by mixing one part of the hy- 
clorite solution with seven parts of distilled wa- 
ter. It is not only bactericidal but lytic in action, 
and, therefore, is of great value in cases in which 
the closed method of drainage is used, and in 
which there are masses of fibrin in the pleural 
exudate. Hyclorite cannot be used in cases of 
pleurobronchial fistula in which drainage has 
been accomplished by the closed method because 
it gives rise to irritative cough. In these cases, 
irrigation with solution of sodium chloride is 
carried out until open drainage can be instituted ; 
then the solution of chlorinated soda can be used 
if the fistulas are plugged. 

Great care should be exercised in maintaining 
nutrition and body fluids of these patients. They 
should be given a diet of high calorie value, av- 
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eraging from 3,000 to 3,500 calories a day, with 
a liberal intake of fluid. 

The intercostal, closed method of drainage is 
not a new method, for the underlying principle 
was first advocated by Biilau and was reported in 
1891. The method described is a modification, 
with many changes in detail and subsequent 
treatment. In some cases the drainage may be 
interfered with by plugging of the tube with 
masses of fibrous material from the pleural exu- 
date. This material usually can be dislodged by 
suction on the tube with a syringe. Occasionally 
there is leakage around the tube, but as a rule 
this does not take place for a week or more, by 
which time the patient has been carried over the 
dangerous period and marked reéxpansion of the 
lung has taken place. Then open drainage by 
costal resection can be instituted with greater 
safety. In the majority of cases there is no 
technical difficulty. with drainage and irrigations, 
and the size of the cavity gradually decreases. 
This decrease is most marked in the first week or 
ten days, after which reduction is much slower. 

When the capacity of the cavity has been re- 
duced to 50 c.c. and very little progress occurs 
after two or three weeks, an open operation is 
performed, involving resection of one or two 
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ribs. The residual cavity is allowed to heal by 
granulation, and is packed twice a day with 
gauze saturated in hyclorite solution, or if the 
cavity is large enough tubes are inserted for ir- 
rigation with hyclorite solution. 

If the cavity continues to contract under the 
closed method of treatment, the tube is gradually 
shortened until the cavity is entirely obliterated. 
This can be done in 60 to 70 per cent of the 
cases, but there is danger of recurrence, and if 
there is a return of symptoms a tube should be 
reinserted immediately. It is probably a safer 
procedure to change to open drainage after prac- 
tically complete reéxpansion of the lung has 
taken place, and only a small residual pocket re- 
mains, particularly if the patient is not under ob- 
servation daily. 

I recently reviewed seventy-one cases of acute 
empyema in which I have operated in the last 
five years (tabulation). The infecting organism 
in thirty-two cases was the pneumococcus Type 
I, in five cases the pneumococcus Type II, in 
three cases the pneumococcus Type III, and in 
one case the pneumococcus Type IV. In twenty 
cases the streptococcus was the infecting organ- 
ism, and in seventeen of these it was of the 
hemolytic type. Intercostal, closed drainage was 


SURGICAL TREATMENT AND RESULTS IN SEVENTY-ONE CASES OF ACUTE EMPYEMA 


Types of infection 
Pneumococcus Type I 


Cases 
32 





Pneumococcus Type II 


5 





Pneumococcus Type III 


3 





Pneumonococcus Type IV 
Hemolytic streptococcus 


1 





. 





Streptococcus 


13 





Types of operation and mortality Cases 
Intercostal closed drainage 34 
Transcostal closed drainage ' : 32 
Repeated aspiration (streptococcal infection) 5 

Total 


Healed without Subsequent open 
subsequent operations 
operations necessary 

20 14 

24 8 


2 3 
46 (65%) 25 (35%) 


Data on cases in which death occurred 


Age, eee 
Cases Years Diagnosis 
pyema 
Left 
pyema 


2 29 streptococcal 


Right hemolytic 
tococcal empyema 


strep- 


days later 
Bilateral pneumococcus 
Type II empyema 


Operation 
1 65 Right streptococcal em- Intercostal closed drainage 29 


em- Intercostal closed drainage 9 


Intercostal closed drainage with 
subsequent open operation 23 


Intercostal closed drainage on left 
side; eight days later, intercostal 


Days after 
operation, 
when death 


occurred Cause of death 


Meningitis; myocarditis ; 
right bronchopneumonia 
Mitral endocarditis with 
stenosis; bilateral bron- 
chopneumonia 

Fibrinous pericarditis 
and mediastinitis; bron- 
chopneumonia 

Acute serofibrinous 
hemorrhagic pericarditis 


closed drainage right side 
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used in thirty-four cases. Of these, healing was 
complete in twenty in from three to six weeks, 
without further operative treatment. In four- 
teen cases, it was necessary to perform a minor 
open operation, removing a small segment of 
from one to three ribs to hasten obliteration of a 
small residual sinus or cavity holding from %4 to 
1 ounce (15 to 30 c.c.). In thirty-two cases the 
transcostal type of closed drainage was done, in 
twenty-four of which healing took place without 
further operation and in eight of which subse- 
quent open operation was required to obliterate 
a small residual cavity. Repeated aspirations 
were performed in five cases of streptococcal 
empyema, and in three of these subsequent open 
operation was required. In the two cases in 
which healing took place the infection was of 
the hemolytic streptococcal type. The most 
common causes for failure of complete oblitera- 
tion of the cavity by the closed method were 
the presence of pleurobronchial fistula, and 
thickening of the visceral and parietal pleura, 
with fixation of the lung as a result of delayed 
drainage. In a few cases in which it was im- 
possible for patients to remain under observation, 
an open operation was done for a small residual 
sinus, because of the possibility of retention of 
seropurulent exudate in the small sinus tract. 
Such retention may cause recurrence of the em- 
pyema. 

There were four deaths from operation in the 
entire series. One patient, sixty-five years of 
age, died from myocarditis, meningitis, and 
bronchopneumonia twenty-nine days after opera- 
tion. The infecting organism was a green-pro- 
ducing streptococcus. A second patient, twenty- 
nine years of age, who had bilateral pneumonia, 
died nine days after institution of drainage for 
empyema which developed on the left side and 
the infecting organism of which was a green- 
producing streptococcus. The cause of death in 
this case was mitral endocarditis, with stenosis, 
and bilateral bronchopneumonia. A third patient, 
five years of age, died forty days following insti- 
tution of drainage for postpneumonic empyema 
of the right side, with pulmonary abscess. The 
cause of death was fibrinous pericarditis, medias- 
tinitis, and bronchopneumonia, and the infecting 
organism was a hemolytic streptococcus. The 
fourth patient to die was a child, one year of 
age, who died forty-four days after institution 
of drainage for bilateral empyema, following 


1045 


pneumonia in the course of which pneumococcus 
Type II was found. The left side was drained 
first and the intercostal closed method was used. 
The right side was aspirated for eight days be- 
fore intercostal drainage was instituted on that 
side. The cause of death was acute serofibrinous 
hemorrhagic pericarditis. 

The number of deaths, three, was greatest 
among the cases of streptococcal empyema; 
among the patients with the pneumococcus type 
of empyema there was one death. All of the pa- 
tients who died were extremely ill and death was 
not due to the empyema or to the type of treat- 
ment instituted for relief of the empyema, but 
was the result of lack of resistance against the 
primary infecting organism. 

Forty-nine patients recently replied to letters 
of inquiry. In two cases the wound has not 
healed because of bronchopleural fistula. In one 
of these cases, six months has elapsed since op- 
eration. The cause of the empyema in this case 
was a pulmonary abscess which had ruptured 
into the pleural cavity. In the second case, seven 
months has elapsed since operation. This patient 
had interlobar empyema, with multiple broncho- 
pleural fistulas. In forty-seven cases the patients 
were entirely relieved of symptoms, and the 
wounds had healed. 


Inasmuch as chronic empyema is the result of 
gradual development from the acute condition, 
over a period which may be arbitrarily taken to 
be two or three months, it would seem that if all 
the factors which lead to chronicity could be an- 
ticipated, recognized, and obviated during the 
treatment of the the acute condition, there would 
not be any chronic stage, and complete healing 
would result. However, it is manifest that this 
uniformity of cases and perfection of treatment 
cannot exist, and in many cases chronicity is un- 
avoidable from the onset. Such cases are those 
in which the etiologic factor is tuberculosis, ac- 
tinomycosis, secondary involvement of the thorax 
from a subdiaphragmatic amebic infection, or a 
degenerating malignant growth with secondary 
infection, rupturing into the pleural cavity. 

The majority of cases seen at The Mayo Clinic 
are of the chronic type. In reviewing the factors 
which led to the development of the chronic 
condition in these cases, it was found that the 
most common were incomplete drainage, collapse 
of the lung, secondary encapsulated cavities, 
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pleurobronchial fistulas, foreign bodies such as 
drainage tubes and bismuth in the cavity, forma- 
tion of calcium deposit in the empyema cavity, 
and osteomyelitis of the ribs as a result of 
secondary infection of the thoracic wall. The 
treatment of these cases is essentially surgical, 
and the operative procedure is of much greater 
magnitude than in the treatment of acute con- 
ditions. This emphasizes the importance of 
proper treatment during the acute stage of the 
disease. 


SUMMARY 


The most common types of empyema are those 
which occur as complications of pneumonia of 
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pneumococcal or ‘streptococcal etiology. The 
treatment of acute empyema is surgical drainage, 
the guiding principle of which is to be as con- 
servative as is consistent with effectual treat- 
ment. Seventy-one cases of acute empyema are 
the basis of this report. Intercostal closed drain- 
age, transcostal closed drainage, and repeated 
aspirations were the types of surgical treatment 
used. In forty-six cases (65 per cent), healing 
took place without open operation. In twenty- 
five cases (35 per cent), subsequent open opera- 
tion was required, for obliteration of the small 
residual empyema cavity. There were four 
deaths in the entire series, or an operative mor- 
tality of 5.6 per cent. 





THE A. M. A. CHEMICAL LABORATORY 


The A. M. A. Chemical Laboratory cannot analyze 
specimens for individuals. 1. The chemical work un- 
dertaken by the Laboratory must be of general interest 
to physicians. 2. The laboratory is busily engaged in 
the work for which it was founded, namely, investiga- 
tions of the newer remedies for the Council on Phar- 
macy and Chemistry. 3. The Laboratory undertakes 
examination only of products in original containers, 
bearing original labels and the source of which can be 
vouched for in case of possible court action. 4. The 
present Laboratory would need much enlargement and 
a far larger staff to examine specimens for all of the 
one hundred thousand physicians it is designed to serve. 
(Jour. A. M. A., October 3, 1931, p. 1001.) 


NEW AND NON-OFFICIAL REMEDIES 


There is no better way of keeping up to date on the 
newer remedies than to follow the work of a compe- 
tent, unbiased group of scientific investigators, work- 
ing altruistically in the interest of the medical profes- 
sion. The Council on Pharmacy and Chemistry is such 
a group. New and Non-official Remedies is its list of 
accepted products. The book is published annually and 
describes accepted articles and includes facts the physi- 
cian should know. It keeps physicians up to date re- 
garding the newest remedies. It advises physicians of 
products not worthy of their attention. It is useful to 
the physician when he is importuned by the detail man 
to prescribe a new specialty. (Jour. A. M. A., Sep- 
tember 5, 1931, p. 707.) 





TRAUMATIC ABDOMEN* 


Roy F. Rarter, M.D. 
Cloquet, Minnesota 


TT: the general practitioner or surgeon prac- 
tising in an industrial section where the 
treatment of accidental injuries makes up a large 
part of his practice, the subject of traumatic in- 
jury of the abdomen is a very important one. 
In this paper I shall confine myself to a dis- 
cussion of the non-penetrating injuries, since the 
diagnosis and treatment of penetrating wounds 
are in most cases fairly obvious. 

The importance of early diagnosis is evident 
for examination of reported cases reveal a mor- 
tality of 40 per cent in those cases operated upon 
within twenty-four hours after the injury. 

The industrial surgeon seeing the patient who 
has received an abdominal injury must, if he 
is to successfully treat this patient, in a very 
limited time, quickly determine if the injury sus- 
tained is merely a contusion without visceral in- 
jury and which requires conservative treatment, 
or whether an intra-abdominal organ has been 
injured, requiring immediate and not delayed 
surgical interference. He must depend prin- 
cipally in the majority of cases on the history 
of the case and manner of injury, on what he 
can see and feel, and without the special aids, 
such as X-ray, the laboratory and so forth. 
In some of these cases, early diagnosis is ex- 
tremely difficult, and after repeated examina- 
tions at short intervals, if symptoms and signs, 
as I shall mention persist, it is safer to operate 
in these doubtful cases. 

A study of the reported cases reveals some 
striking facts about abdominal injuries. 

1. Injuries of the liver and spleen are more 
common than injuries of the hollow viscera, such 
as the stomach, the intestine, and the urinary 
bladder. 

2. The predominant objective symptoms in in- 
juries of the solid or parenchymatous organs are 
early severe shock and hemorrhage, which cause 
death very early, often within a few hours, while 
in contrast to this, these factors or symptoms are 
not nearly so common in injuries of the stomach, 
intestines and urinary bladder. 


of the Minnesota State 
ay 5, 1931. 


*Read before the annual meetin 
Medical Association, Minneapolis, 


3. A smaller proportion of patients with in- 
jury to their hollow viscera die of intra-ab- 
dominal hemorrhage and shock. In these cases 
death usually occurs at a later time and more 
often from an acute suppurating peritonitis which 
results from leakage of the contents into the 
abdominal cavity. 

The reason for this relative infrequency of in- 
jury to the hollow viscera is probably due to the 
difference in their anatomical location and struc- 
ture. The stomach is protected to a great ex- 
tent by the lower ribs; the colon is lying on a 
cushion of small intestines, and their greater 
mobility enables them to more easily escape in- 
jury. While on the other hand the solid or 
parenchymatous organs are less free to move and 
their friable consistency makes them more suscep- 
tible to rupture. The urinary bladder is also pro- 
tected from injury by the bony pelvis and is in 
danger of rupture only when in a state of full 
distention. 


There are some general symptoms common to 
all of the abdominal injuries, and specific ones 
which present themselves according to the indi- 
vidual organ or structure involved. 


Of the general symptoms and signs we find 
abdominal pain (local or generalized), shock, 
tenderness and abdominal rigidity common to all. 
A patient with serious abdominal injury com- 
monly presents symptoms of shock, the pulse is 
rapid and of small volume, the temperature is 
subnormal, and vomiting often occurs, almost in- 
variably in cases of intestinal rupture. Early, 
however, the temperature and pulse are not re- 
liable symptoms because of the shock imme- 
diately following such injuries. Later on, with the 
reaction from the shock, a rising temperature and 
pulse and persistence of vomiting are sufficient to 
demand an exploration. No one single symptom 
or sign of visceral injury can be considered 
pathognomonic. 

Tension of the abdominal wall is perhaps the 
single most important of the objective signs of an 
organic lesion within the abdomen, and its pres- 
ence, if persistent, justifies immediate surgical 
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intervention. This muscle tension may be circum- 
scribed or boardlike rigidity of the entire ab- 
domen while in a mere contusion of the ab- 
dominal wall it is rarely present, and, if present, 
lasts only a short time. This rigidity appears im- 
mediately after the injury and does not yield to 
morphine, and is the most significant of the 
objective symptoms. 

Obliteration of liver dullness is an important 
sign in that it aids in differentiating between 
intra-abdominal hemorrhage and a rupture of a 
hollow viscus. 

Free air in the abdominal cavity, demonstrable 
by fluoroscopic examination, is an almost constant 
sign of a ruptured hollow viscus such as the 
stomach or intestine. 


Costal breathing is often characteristic of these 
cases. The patient should be carefully observed 
while in repose and if the abdominal wall is im- 
mobile while the thorax responds to deep breath- 
ing, an organic lesion within the abdominal cavity 
is probable. 

Grassman’s sign or sensitiveness of the Douglas 
pouch is a valuable aid in the diagnosis of in- 


jury to the abdominal organs but it is usually not 
positive until late and in many cases may be 
absent. 


As before mentioned, the usual result of injury 
to the parenchymatous or solid organs is marked 
shock and profuse internal hemorrhage. One of 
the most commonly injured of these organs is 
the liver. It is much disposed to injury on ac- 
count of its size, consistency and fixation. 

Ruptures of the liver are of two varieties: 
(1) true rupture in which the capsule and paren- 
chyma are torn; (2) subcapsular ruptures in 
which the lesion is produced below the intact cap- 
sule. Subcapsular ruptures are much more rare 
than the true variety, and it is this latter variety 
which gives rise to severe intra-peritoneal hemor- 
rhage. 

Graham gives three reasons why hemorrhage 
from the torn liver is so severe. 

1. Liver blood mixed with bile coagulates 
slowly. 

2. The hepatic blood vessels have fewer vaso- 
motor fibers than the vessels of the other organs. 

3. The diaphragmatic movements cause a con- 
tinued blood pressure variation. 

For these reasons spontaneous hemostasis in 
liver injuries is rare. 
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Symptoms of ruptured liver are those of in- 
ternal hemorrhage and shock, abdominal rigidity, 
diffuse abdominal pain which often radiates to 
the shoulders and dullness in the flanks if the 
hemorrhage is severe. 

In the treatment of liver ruptures one should 
be guided by the amount of hemorrhage. Few 
of these cases can be treated conservatively, and 
the safest procedure is operation, either suturing 
the tear or packing, which is the quickest and most 
simple. Other methods like cautery and compres- 
sion of the hilus and ligation of bleeding points 
are time consuming and more difficult. 


An illustrative case of liver injury. 

A man, aged 48, was brought into the hospital at 
about ten in the morning from a saw mill where he 
had a few minutes previously been struck in the upper 
abdomen by a kick-back board. He was in great con- 
stant pain, marked shock, with a rapid pulse, and had 
an anxious facial expression, extreme rigidity of the 
entire abdominal wall, costal breathing and marked up- 
per abdominal tenderness. A diagnosis of the liver or 
intestinal perforation was made and he was operated 
two hours after entrance to the hospital. A tear along 
the falciform ligament was sutured with a blunt needle 
and the hemorrhage stopped. A drain was inserted and 
the abdomen closed. Convalescence was uneventful and 
he was discharged sixteen days later. 


One point worth mentioning is that in suddenly 
opening an abdomen in which there is a bleeding 
organ such as the liver or spleen, sudden release 
of intra-abdominal pressure may cause a renewed 
profuse hemorrhage where hemostasis has par- 
tially taken place. 

Injuries of the kidneys vary from a simple con- 
tusion to a complete tear of the kidney paren- 
chyma. Hematuria is the usual and most con- 
stant symptom with pain in the loin, spasm of 
the lumbar muscles, and sometimes abdominal 
rigidity. Although some of the severest ruptures 
manifested by continued intense hematuria and 
signs of internal hemorrhage, occasionally call 
for a nephrectomy, even the largest perinephritic 
hematoma will often be absorbed or at the most 
require incision if it becomes infected. 


A patient illustrating an example of moderate kidney 
injury was brought into the hospital after a car col- 
lision. 

The patient stated that he had been forcibly thrown 
against the arm rest in the rear seat of the car. He 
complained of pain in the loin which was constant. He 
was passing bood-stained urine and was tender to palpa- 
tion only on the affected side in the loin. He was not in 
shock, the pulse rate was about normal, and he had 
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no other symptoms. He was put to bed and given mor- 
phine, and continued to pass blood in the urine in de- 
creasing amount for two days. The pain and tender- 
ness gradually lessened and patient was discharged on 
the tenth day. 


The urinary bladder is injured more commonly 
in men, probably because of more frequent ex- 
posure to violence. The tear may be extra- or 
intra-peritoneal. The former can give rise to a 
spreading pelvic cellulitis, the latter causing a 
pelvic peritonitis. The extra-peritoneal are al- 
most invariably associated with fractures of the 
pelvic bones, while the intra-peritoneal are caused 
by contusion to the anterior abdominal wall when 
the bladder is distended. 

Injury to the bladder is evidenced or character- 
ized by a constant desire to urinate, but the 
patient is able to pass only a few drops of blood- 
stained urine. Catheterization most always yields 
a small amount of bloody urine. When an in- 
jection is made into the bladder of a measured 
amount of sterile water, the amount returned will 
usually be less, unless the tear in the bladder is 
very large and the catheter passes through the 
bladder into the abdominal cavity, when the re- 
turn may be much greater than the amount in- 
jected. Ruptured bladders should be repaired 
immediately and drainage instituted. 


The following case report is that of a federal prisoner 
who fell out of a top bunk in his cell onto the cement 
floor, landing on his abdomen. He was brought into the 
hospital shortly after. He was in moderate shock, com- 
plained of constant burning pain over the lower ab- 
domen with a constant desire to urinate. Muscle rigid- 
ity was present over the entire abdomen, more marked 
over the lower half. A catheterized specimen yielded 
only a small amount of almost pure blood although he 
stated that he had taken several glasses of water two 
hours before and had not voided since. A diagnosis of 
ruptured bladder was made. He was operated on about 
two hours after entrance to the hospital. The lower 
abdomen and pelvis were filled with a large amount 
of bloody urine. A tear about one inch long was found 
in the posterior wall of the bladder. The hemorrhage 
had stopped by this time. The rent in the bladder was 
repaired, a retention catheter was placed in the bladder, 
a drain in the free pelvis and the abdomen was closed. 
After running a stormy course for one week with a 
moderately severe peritonitis, his condition improved 
and he was discharged one month later. 


In the intestinal injuries, hemorrhage is usu- 
ally not so common a factor unless the mesentery 
is torn, when bleeding can be very severe. Shock 
may or may not be present, vomiting is almost 
always present, pain is usually present, as is also 
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abdominal rigidity, and these, if persistent and 
increasing, together with obliteration of liver dull- 
ness following a history of injury to the abdomen, 
are very important in the diagnosis of intestinal 
rupture. Shock, which is so early a symptom in 
liver and spleen injuries, is often absent in intes- 
tinal injuries. Rising pulse, increased tempera- 
ture and abdominal distention are of value only 
later when peritonitis develops. 

Case reports show that early operation for in- 
testinal and stomach injuries is the best method 
of treatment. If the perforation is small, closure 
is not difficult, while, with larger openings and 
tearing of the mesentery, resection of part of the 
bowel may at times be necessary. 


A case quite typical of above was recently observed. 
A male, aged 46, was admitted to the hospital at 11:45 
A. M. He had been struck a sharp blow over the lower 
abdomen by a spring lever. He complained of severe 
abdominal pain, vomited several times, and was in mod- 
erate shock. The pulse was slightly elevated but strong, 
his temperature normal. The entire abdomen was tense, 
the liver dullness not obliterated, and Grassman’s sign 
was absent. With persistent muscle rigidity, continued 
vomiting and increasing abdominal pain, operation was 
decided upon three hours later. Upon opening the ab- 
domen through a lower midline incision, the abdominal 
cavity was found to be badly soiled with intestinal con- 
tents. There was a small amount of blood and a begin- 
ning peritonitis. In the lower ileum about six inches 
from the ileocecal junction, a single perforation was 
found. The rent in the bowel was closed, free fluid and 
intestinal contents sponged out as well as_ possible, 
drains inserted and the abdomen closed. The patient 
died on the sixth day following operation from a 
generalized suppurating peritonitis. 


Injuries to the spleen are not uncommon. The 
extent of ruptures and tearing of this organ 
varies. The hemorrhage is usually severe, early 
shock is marked, pain may be diffuse or localized 
in the upper left abdomen with tenderness and 
rigidity over the splenic area. Where the hemor- 
rhage .is severe immediate splenectomy is de- 
manded. Only in the minor tears should suturing 
or packing of this organ be employed. 

Injury to the gallbladder is a very rare occur- 
rence and to the pancreas even more so. Early 
jaundice as well is peritonitis follows injury of 
the gallbladder. In injuries of the pancreas shock 
is immediate and severe and peritonitis develops 
early. The treatment is early operative interven- 
tion with repair and drainage. 

In conclusion I wish to again point out that in 
an individual with a history of injury to his ab- 






















































































































































































































































































1050 


domen, and in whom the above mentioned signs 
and symptoms of visceral trauma are persistent 
or increasing, immediate operation is demanded 
without waiting for more specific data. 

Tension of the abdominal wall is perhaps the 
single most important of the objective symptoms 
of an organic lesion within the abdomen. Its 


presence, if persistent, justifies immediate sur- 
gical intervention. 
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PANTOPON-ROCHE OMITTED FROM N.N.R. 

Pantopon-Roche (Pantopium Hydrochloricum), 
marketed by Hoffmann-La Roche, Inc., is a mixture of 
the hydrochlorides of the alkaloids of opium containing 
50 per cent of anhydrous morphine hydrochloride. The 
Council on Pharmacy and Chemistry reports that it 
was accepted for New and Non-official Remedies in 
1915 and that, in accepting the product and repeatedly 
thereafter, the Council has insisted that the firm avoid 
in its advertising any claim that Pantopon-Roche is 
possessed of essential properties lacking in morphine. 
The Council was obliged, however, to remind the firm 
that its advertising should not contain this claim either 
directly or by inference; and the firm repeatedly signi- 


fied willingness to abide by this condition. Recently 
a circular letter of Hoffmann-La Roche, Inc., was for- 
warded to the Council by a physician. The intent of 
this letter to indicate that the action of Pantopon- 
Roche is essentially different from that of morphine 
was plain. Furthermore, the letter failed to apprise 
the physician of the identity of the product, namely, 
that it is a mixture of the hydrochlorides of opium 
alkaloids. The Council concluded that Hoffmann-La 
Roche, Inc., could not be depended on to market Pan- 
topon-Roche with claims which make it acceptable for 
New and Non-official Remedies and therefore rescinded 
the acceptance of the product. (Jour. A. M. A., Octo- 
ber 3, 1931, p. 1001.) 



















HE treatment of sinus disease may be divided 

into prophylactic treatment and treatment for 
acute, subacute, and chronic sinusitis. In this 
paper I wish to emphasize the prophylactic treat- 
ment. The nose and sinuses are lined by a very 
delicate mucous membrane which is well supplied 
with blood vessels and covered with fine cilia. 
These cilia in health keep up a continuous to and 
fro movement which tends to remove foreign 
particles and excessive secretion from the nose. 
This action together with the slightly antiseptic 
action of the mucous secretion tends to free the 
nose of infection. Any injury to the mucous 
membrane breaks down this line of defense and 
allows infection to spread to any part of the 
nose or to any of the sinuses. 

Among the common causes of injury to the 
mucous membrane of the nose are: sleeping in 
poorly ventilated rooms and living in over-heated 
buildings where no means of moistening the air 
are maintained; irritating gases or vapors; air 
filled with dust particles, and, to those who are 
susceptible, certain pollens or other allergic ir- 
ritants. Another common cause of injury to the 
mucous membrane of the nose is the long con- 
tinued use of nasal sprays or ointments or the 
habit of drawing up watery solutions through the 
nose under the false impression that they will 
prevent disease or cure a dry nose. We often 
use mild sprays in disease conditions over a short 
period of time but they should never be con- 
tinued indefinitely. A better way to build up an 
immunity against nasal infection would be to 
take regular out-door exercise every day, sum- 
mer and winter, combined with a varied diet in- 
cluding such foods as milk, butter, fresh vegeta- 
bles, and fruits, meat or fish once a day and only 
a limited amount of carbohydrates. Cod liver oil 
and calcium should also be added to the diet of 
any one who is subject to nasal discharge or 
sinus infection. Any good brand of cod liver 
oil rich in Vitamins A and D is, as a rule, pref- 
erable to the more concentrated substitutes. 

Proper clothing also is a factor in promoting 
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Loose garments sufficient to keep one warm but 
not enough to cause excessive perspiration are 


preferable. If one requires wool undergarments - 


to protect against the cold, the wool should be 
mixed with linen or cotton to absorb the mois- 
ture. 


Exposure to cold or dampness does not’ 


necessarily bring on respiratory disease. The 
fisherman or hunter or soldier may tramp 
through a cold drizzling rain all day, sleep in a 
cold tent at night and feel no ill effects from his 
adventure. 

The treatment of acute sinusitis is the same as 
for acute coryza. If the symptoms are severe, 
this should consist of rest in bed, light diet, some 
alkaline cathartic, hot drinks, mild astringent 
spray for the nose and some sedative for head- 
ache. Surgery is strongly contra-indicated dur- 
ing this stage, as nature has not walled off the 
infected area, and immunity against the invad- 
ing organism has not been established. As the 
pain is caused by pressure from within the 
sinus, after its natural opening is swollen shut, 
immediate steps should be taken to relieve this 
swelling. Pledgets of cotton dipped in 10 per 
cent argyrol or 1 per cent solution of ephedrin 
may be placed in the nose and allowed to remain 
for half an hour, after which mild suction may 
be used. This can be repeated in three or four 
hours if necessary for pain. Radiant heat, such 
as the infra-red lamp, used for half an hour 
immediately following this treatment, will give 
beneficial results. The patient should lie on his 
well side while the radiant heat is being used, to 
facilitate drainage. Strong ephedrin solution 
should seldom be used in the nose as the con- 
gestion which follows its long continued use is 
worse than the original swelling. After a sinus 
infection has lasted four or five days some im- 
munity has been established and mild surgical 
measures may be considered. If an antrum is the 
sinus infected and is still causing pain it may be 
irrigated with warm boric or weak salt solution 
through a puncture made under the lower tur- 
binate. Placé a pledget of cotton moistened with 


freedom from respiratory and nasal difficulties. 
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10 per cent cocaine under the turbinate ten 
minutes before making the puncture. If pus is 
present in the return flow of the irrigating solu- 
tion, the puncture-wound should be enlarged with 
biting forceps to facilitate any necessary subse- 
quent irrigation. A biting forceps is preferable 
to a rasp, which may leave shreds of tissue that 
tend to swell and form synechia, making sub- 
sequent puncture more difficult. 

After ten days we may call sinusitis subacute. 
Pus that continues to appear under the middle 
turbinate may come from the antrum or anterior 
ethmoids or frontals. Hirsh of Vienna says that 
90 per cent of apparent subacute ethmoid infec- 
tions clear up entirely after a diseased antrum 
has been cured. If a swollen middle turbinate 
interferes with the drainage it may be infracted. 
A cystic middle turbinate may have its outer 
walls caved in to improve drainage. A subacute 
ethmoid or frontal infection will usually clear up 
after improvement of drainage at this point. If 
ethmoid infection and pain continue, it may be 
necessary to exenterate the ethmoid cells. The 
Pratt method is the operation of choice, where 
the work is done under the middle turbinate and 
the turbinate is not sacrificed. Where the frontal 
sinus is involved, breaking through the anterior 
wall of the anterior ethmoid is done at this time. 
This gives a much better drainage for the frontal 
sinus than through its natural opening alone. 
Any attempt to enlarge the natural opening to 
the frontal with a rasp would only court dis- 
aster, as the opening, denuded of its mucous 
membrane, would soon close and a much more 
serious condition would follow. 

Sinus infection that continues for a month or 
more may be called chronic. Chronic sinusitis 
may be divided into the simple chronic, hyper- 
trophic, hyperplastic, purulent and empyemic 
forms. In the acute stage of sinusitis the cells 
of the mucous membrane are only swollen. In the 
chronic stage the cells increase in number as well 
as in size, forming the chronic hyperplastic stage. 
In chronic non-purulent sinusitis one must al- 
ways be on the lookout for some allergic cause. 
This is the reason that operations on this form 
of sinusitis are often disappointing. It may be 
that the flour mill worker is sensitive to flour 
dust and the young lady who powders her nose 
is sensitive to some cosmetic rather than some 
form of bacteria. The chronic purulent hyper- 
trophic sinusitis may also have had an allergic 
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foundation with an infection superimposed on 
the original trouble. In this case not only must 
the drainage and ventilation be improved but 
the original cause of hypertrophy must be 
remedied if possible. In all chronic sinusitis 
cases obstructions must be removed with the 
least loss of important structures. Deviated or 
thickened septums should be corrected by a sub- 
mucous resection. This is much better than 
sacrificing a portion of one of the turbinates. 
Chronic diseased ethmoid cells should be exen- 
terated as spoken of under subacute sinusitis 
without the sacrifice of the middle turbinate. 
The opening to the sphenoid should be enlarged 
if the sphenoid sinus is involved. An hyper- 
trophied lower turbinate may be partially frac- 
tured over toward the outer wall and held in 
place by a light packing between the septum and 
turbinate for twenty-four hours. If the soft 
tissues of the lower turbinate are much swollen 
they may be treated with a diathermy needle. 

Beck, of Chicago, has devised a clever way of 
performing this operation. The needle is insu- 
lated except at its tip. This needle is inserted 
under the mucous membrane in the soft tissue 
along the length of the hypertrophy. The cur- 
rent is then turned on while the needle is slowly 
withdrawn and turned off before the point of the 
needle quite reaches the surface on its way out. 
This coagulates the deeper soft tissues but does 
not destroy the mucous membrane. 

A chronic infection of the antrum will usually 
clear after a large window is made under the 
lower turbinate. Diathermy may be used in con- 
junction with this treatment as reported by 
Granger of Boston and others. Diathermy is 
contraindicated in acute conditions where drain- 
age is poor but is very useful in chronic cases 
where drainage is established. 

Where too much pathological change has taken 
place in the mucous membrane of the antrum the 
Caldwell-Luc operation may be performed. This 
operation should not often be necessary if other 
means of treatment at our disposal are used. 
This can also be said of the external frontal 
operation with still more emphasis on account 
of the deforming scar that remains. The em- 
pyemic form of sinusitis is a collection of pus 
in one of the sinuses, usually from a low grade 
infection. Drainage and ventilation is the treat- 
ment. A mucocele is a cyst containing mucous 
within a cell. No pain is present unless the cyst 
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is large enough to cause pressure symtoms, or 
to obstruct the drainange of the sinus. The treat- 
ment is complete removal. 

Although one may lay down general rules for 
the treatment of sinus disease every case re- 


quires individual treatment. Success or failure 
in the treatment of disease of the nasal accessory 
sinuses depends on one’s ability to provide re- 
lief from various conditions encountered with- 
out the sacrifice of important tissues. 





IS MANGANESE AN ESSENTIAL ELEMENT? 

Considerable has been written of late about the 
possible role of copper as a “promoter” of hemoglobin 
formation in certain types of anemia. It appears to act 
as a supplement to iron in this process. A similar 
function has been attributed to other elements, notably 
manganese, though the claims are still stoutly denied 
by the majority of investigators. Manganese is con- 
stantly present in animal tissues and this has led to the 
assumption that it is likely to promote some useful pur- 
pose. Experiments have been reported in which the 
addition of traces of manganese to a diet of whole 
cow’s milk supplemented with iron and copper has a 
favorable effect on the growth of mice, and that with- 
out manganese they failed to ovulate properly. The 
latter was true also for female rats. These experi- 
ments indicate that manganese may be closely con- 
nected with the reproductive organs. Other investiga- 
tors also insist that manganese does not take part in 
blood regeneration, but that the element aids in render- 
ing a diet complete for the support of reproduction 
and suckling of young. (Jour. A. M. A., October 10, 
1931, p. 1078.) 


‘ 





SOME DENVER FRAUDS 


The Home Products Company, Hormex Company, 
Vitatone Remedy Company, West Medicine Company 
and Western Medical Clinic, all indecent swindles, have 
been barred from the mails. Eugene P. Gurley and 
Robert T. Nash have been operating a concern under 
two trade names: Home Products Company and 
Hormex Company. Both were a continuance of the 
Vital-O-Gland Company which had previously been 
prosecuted. The Home Products Company was sell- 
ing preparations for the alleged sexual stimulation of 
men and of women. The Hormex Company’s nos- 
trums were, according to the government report, sub- 
stantially the same products under different labels. The 
Vitatone Remedy Company was similar in scope to the 
Home Products Company and the Hormex Company: 
it sold alleged cures for sexual weakness. The West 
Medicine Company and Western Medical Clinic sold 
through the mails two preparations, 909 and Brigham 
Young Tablets. The first was sold as a cure for 
syphilis; the latter as a cure for “lost manhood.” Jour. 
A. M. A., September 19, 1931, p. 868.) 
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A NEW AND EFFECTIVE NON-SURGICAL METHOD FOR THE 
TREATMENT OF CHRONIC SUPPURATION OF THE 
MIDDLE EAR* 


CuHarLEs Hymes, M.D., M.S., F.A.C.S. 
Minneapolis 


funn cure of the chronic running ear has long 

presented a most stubborn problem. Months 
and even years of treatment with the ordinary 
text-book methods have yielded in the vast ma- 
jority of cases discouraging results. It is this fact 
that has led to the general opinion even among 
some otologists that one may recommend radical 
surgery in the case of a chronic suppurative ear 
which has not yielded to local treatment after a 
reasonable length of time. 

Knowing as we do that the radical mastoid 
operation frequently fails to effect a complete 
cure, and complete cure in the mind of the pa- 
tient means the cessation of his chronic dis- 
charge, one naturally hesitates to recommend 
such a procedure. When this type of operation 
is recommended, it should be made clear to the 
patient that the operation is to be undertaken in 
order to obviate any possibility of intracranial 
complications and that it may fail to cure the pa- 
tient’s most annoying symptom—the chronic 
discharge. In addition, the almost total loss of 
hearing which invariably follows the radical mas- 
toid is a serious factor to be considered. 

Patients suffering from chronic suppuration of 
both ears present a serious problem to the otolo- 
gist, particularly where the hearing function has 
not been greatly impaired. The question arises 
whether to operate one or both ears. If both 
ears are operated upon, it virtually destroys the 
patient’s hearing. If only one ear is operated 
upon, it does not safeguard the patient from a 
possible complication arising from the second 
ear. Obviously, an effective non-surgical method 
of treatment is the answer to this problem. 

It is true that some cases of chronic middle ear 
suppuration are so fraught with danger of com- 
plications that there is no choice as to the method 
of treatment. However, in most cases serious 
complications do not arise. Eminent otologists 


*From the Department of Ophthalmology and Otolaryngology, 
University of Minnesota. Read before the annual meeting of 
the Minnesota State Medical Association, Minneapolis, May 5, 
1931. 


are agreed that signs and symptoms indicating 
operation usually present a timely warning. 

A consideration of the types of chronic middle 
ear suppuration becomes appropriate at this 
point, inasmuch as the proper evaluation of the 
signs and symptoms in any case of chronic sup- 
purative otitis may be of such importance to the 
welfare of the patient. 

We may classify chronic middle ear disease ac- 
cording to the existing perforation. The non- 
dangerous type of inflammation presents central 
perforations which may be either tubal where 
the perforation is located anterior to the hammer 
handle and the disease process is located in the 
eustachian tube, or central perforation where 
the disease process is more likely limited to the 
mucous membrane of the middle ear. In neither 
of these types of cases is surgery justified, for 
they seldom give rise to complications. The dan- 
gerous types are those showing either small cen- 
tral or marginal perforations. The small central 
type of perforation may be located in Shrapnell’s 
membrane or in the pars tensa of the drum, the 
former frequently being associated with ne- 
crosis of the lateral attic wall and cholestea- 
toma and are more likely to be complicated by 
meningitis and temporal lobe abscess. The latter 
may be complicated by septicemia and lateral 
sinus thrombosis. 

Marginal perforations may involve the entire 
drum or all of the pars tensa. This type of dis- 
ease may be associated with cholesteatoma and 
may be complicated by any or all of the intra- 
cranial complications. 

There are but few indications for radical sur- 
gery; these are the presence of symptoms of 
impending intracranial complications, cholestea- 
toma, which only occasionally complicates middle 
ear disease, and extensive bony necrosis. Bony 
necrosis is believed to exist in practically every 
case of chronic middle ear suppuration. The 
presence of a foul odor to the discharge serves 
to enhance that belief. However, after observing 
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the disappearance of the foul odor and the sub- 
sequent cessation of the discharge with but sev- 
eral treatments by the method I have employed, 
one is inclined to believe that bony necrosis is 
present in some cases to only a small degree. 
However, when the bony necrosis is extensive or 
when it exists in the body of the mastoid bone 
itself, so that it is inaccessible to local treatment, 
radical surgery may be resorted to for its eradi- 
cation. 

In that radical surgery is indicated in so few 
cases of chronic running ears, we are faced with 
the problem of finding an effective local treat- 
ment. I need not recite the older methods of 
treatment. Their usual ineffectiveness is familiar 
to us all, and this, no doubt, led to the universal 
practise and belief that radical surgery is the 
only permanent cure. 

The method I have employed with marked 
success consists of the use of a mixture of potas- 
sium iodide crystals 25 and powdered boric acid 
75. The ear is thoroughly cleansed of its secre- 
tions and the powder insufflated into the middle 
ear by means of low air pressure. This treatment 
is repeated two or three times weekly and the pa- 
tient is told simply to keep the ear clean. He is 
not permitted to cleanse the middle ear cavity. 
There may be considerable smarting when the 
powder makes contact with the middle ear 
mucosa, but this passes off shortly. In the case 
of sensitive patients, the local application of a 
cotton swab saturated with 2 per cent butyn 
suffices to prevent any discomfort arising from 
its use. 

The powder on dissolving in the secretions of 
the ear diberates free iodine, which in turn comes 
in immediate contact with the diseased tissues of 
the tympanic cavity. In that the powder when 
insufflated reaches every crevice of the irregular 
middle ear, free iodine is enabled to exert its 
powerful germicidal action on very portion of 
the tympanum. 

A review of the cases treated by this method 
and the results obtained attests to its efficiency, 
which at times cannot be considered short of 
astounding. In some cases the discharge ceased 
after but one treatment, while in practically all 
of them a profuse discharge was changed to a 
scanty one almost immediately and the foul odor, 
which is chiefly due to the presence of bacillus 
fetidis, disappeared as quickly. It is seldom that 
more than six treatments covering a period of 
two weeks time are required for the cure of a 
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chronic discharge. This stands in marked con- 
trast to the experience of Lederman, who re- 
ports in the June, 1930, issue of the Laryngo- 
scope, the results of cases of chronic suppuration 
of the middle ear treated with iodine dusting 
powder, in that the completion of the treatment 
of his cases requires from three to six months. 

The following are case reports of patients who 
remained under observation until treatment was 
completed : 


Case 1—C. G. Age 12. History: Left ear running 
constantly for ten years. Since 1928 has treated regu- 
larly at the University Dispensary with no effect. Ex- 
amination revealed entire pars tensa of left ear drum 
gone, foul discharge present. Between April 26, 1930, 
and May 5, 1930, patient received three treatments of 
potassium iodide and boric acid powder. Ear was dry 
on May 5 and has remained dry since. Function of 
left ear has improved from 10 feet for spoken voice to 
20 feet. 

Case 2—Mrs. C. S. Age 42. History: Left ear run- 
ning since September, 1929, following attack of diph- 
theria. Examination revealed large central perforation 
with a foul purulent discharge. First treatment on 
June 5, 1930. By July 8, 1930, ear was dry. When 
examined again on February 10, 1931, ear was still dry 
and had remained dry since she was last treated. Hear- 
ing for spoken voice had improved from 3 feet to 10 
feet. 

Case 3—S. W. Male. Age 29. History: Running 
ear since 1915. Radical mastoid performed June, 1929, 
at University Hospital. Ear continued to discharge 
since operation. Ear was treated once with potassium 
iodide and boric powder on June 14, 1930. He was not 
seen again until October 2, 1930, when the ear was 
found to be dry, and the information obtained from 
the patient was to the effect that the ear dried up im- 
mediately after he received his treatment in June of 
1930. 

Case 4—M. B. Female. Age 65. History: Inter- 
mittent discharge from right ear for many years. Ear 
has been discharging constantly for past three years. 
Examination revealed large central perforation. She 
was treated four times between April 28, 1930, and 
May 14, 1930, when ear was found to be dry. On Feb- 
ruary 10, 1931, she was again examined and the ear 
was still dry and had remained so. 

Case 5—D. G. Female. Age 17. History: Had 
scarlet fever at age of five months and has had dis- 
charging ears since. During past five years, ears at 
times would cease discharging but never for more than 
two weeks at a time. Examination showed marginal 
perforations of both drums involving entire lower and 
posterior half of drum. Function—each ear 18 feet 
for spoken voice. Whispered voice heard 13 feet in 
right ear and ten feet left ear. She received four 
treatments between dates of April 14, 1930, and April 25, 
1930, when both ears were found to be dry. In No- 
vember, 1930, she had a reinfection of the left ear. 
The ear discharged for two weeks and cleared up 
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spontaneously. Both ears have been dry since, the right 
one having been dry since April, 1930. This is a case 
where radical surgery may still be necessary on the 
left ear. 

Case 6.—B. J. Male. Age 17. History: Measles as a 
baby and has since had intermittent discharge from 
both ears. Examination showed left ear dry and entire 
pars tensa gone. There is also a perforation in Shrap- 
nell’s membrane. Right ear, entire pars tensa gone, 
foul discharge. Was given powder treatment between 
May 22, 1930, and June 2, 1930, when ear was found 
to be dry. Function in right ear improved from 17 feet 
to 23 feet for spoken voice. 

Case 7—Mrs. F. O. Age 37. History: Right ear run- 
ning constantly for past two and a half years. Had all 
upper teeth removed and tonsils out, but no effect on 
running ear. Examination showed large central per- 
foration, very foul smelling discharge. Heard spoken 
voice at 3 feet. Was given one treatment on January 
31, 1931. When she returned on February 2, 1931, ear 
was found to be dry. Function for spoken voice was 
increased to 8 feet. 

Case 8—H. M. Female. Age 38. History: Seven 
years ago left ear began to run. Occasionally ear does 
not run so much and may not run at all for a few 
weeks. Lately running constantly. Examination 
showed large perforation in left ear extending to mar- 
gin and occupying most of posterior half of drum— 
foul odor. Spoken voice heard at 3 feet. First treated 
November 10, 1930. On November 13, 1930, there was 
a slight mucopurulent discharge with no odor. On No- 
vember 17 after second treatment her ear was dry. 
Spoken voice improved to 5 feet. Ear remains dry to 
date. 

Case 9—B. J. Male. Age 73. Constant discharge 
from right ear for past five years following an acute 
cold—foul odor. He had had considerable treatment 
to no avail. Examination showed pars tensa of right 
drum gone clear to margin. Polypi and granulations 
in middle ear extending from auditis. He was treated 
between dates of July 15, 1930, to August 4, 1930. On 
last visit ear was dry and has remained so. Was 
given treatment of boric and potassium iodide powder 
and two applications of 25 per cent silver nitrate to 
granulations. 

Case 10—G. K. Male. Age 45. History: Left ear 
has discharged for many years. Has had two opera- 
tions on ear, the last one a radical mastoid about five 
years ago. Ear has never stopped discharging. During 
June, 1930, he received three powder treatments. On 
June 15, 1930, his ear was dry. 

Case 11—B. G. Female. Age 23. History: Mastoid- 
ectomy right ear five years ago. Has had intermittent 
discharge from right ear since. During past six months 
discharge has been constant. Examination showed 
large central perforation with foul purulent discharge. 
Spoken voice heard 14 feet. Treated between May 29, 
1930, and June 14, 1930, when ear became dry. Func- 
tion right ear improved to 20 feet for spoken voice. 

Case 12—M. K. Female. Age 17. Radical mastoid 
left ear three years ago—ear has been discharging 
since. Right ear also draining and shows large tubal 
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type of perforation. Was first treated May 24, 1930. 
July 8, 1930, both ears were dry. Was seen again Sep- 
tember 20, 1930, when ears were both dry. 

Case 13—A. K. Male. History: Simple mastoid on 
left ear eleven years ago. At about same time right ear 
began to discharge intermittently. Discharge has been 
constant during past six months. Treated once on Oc- 
tober 13, 1930, after which ear became dry and has re- 
mained so to date. Hearing, spoken voice 10 feet be- 
fore treatment. Improved to 15 feet. 

Case 14.—H. P. Male. Age 18. History: Intermit- 
tent chronic running left ear for ten years following 
scarlet fever. Right ear operated ten years ago and 
has not troubled since. Examination showed fetid dis- 
charge from left ear—large central perforation. Re- 
ceived eight treatments between January 6, 1931, and 
February 2, 1931, when ear was dry. Hearing on this 
ear for spoken voice improved from 6 feet to 10 feet. 

Case 15.—C. S. Male. Age 21. History: Scarlet fever 
at 9 years of age—right ear has discharged intermit- 
tently since. June, 1929, radical mastoid was performed 
on right ear. However, discharge has been constant 
from this ear since the operation. Received two treat- 
ments of the boric acid and potassium iodide powder, 
on June 11, 1930, and June 13, 1930. When he was 
examined on June 16, 1930, the ear was found to be 
dry. 

Case 16—L. P. Male. Age 16. History: Measles 
thirteen years ago—intermittent discharge since. At 
times ears are dry but never longer than two weeks. 
Examination showed pars tensa of both ear drums 
gone from marginal perforations. Hears spoken voice 
right ear 14 feet, left ear 1 foot. Whisper right ear 4 
feet, left ear 6 inches. Treated between June 9, 1930, 
and July 7, 1930, when both ears were dry. Spoken 
voice had improved on the right ear to 18 feet and left 
ear to 3 feet. 

Case 17—V. R. Female. Age 18. History: Scarlet 
fever at fourteen months of age. Both ears have been 
running constantly since. Had extensive marginal per- 
forations of both ear drums. Spoken voice heard on 
right ear 3 feet, whisper 6 inches. Left ear, spoken 
voice 2 feet and whisper 3 inches. Treated between 
June 3, 1930, and July 5, 1930, when both ears were 
dry. On July 21, 1930, she developed an acute exacer- 
bation of the left ear with slight elevation of tem- 
perature. She was sent in to the University Hospital, 
where radical mastoid was performed on July 23, 1930. 
At operation we found necrosis located within the 
body of the mastoid itself. On November 6, both ears 
were dry, spoken voice right ear at 8 feet and whisper 
at 5 feet. Left ear, spoken voice heard at 3 feet, and 
whisper at 1 foot. 

Case 18—M. S. Male. Age 67. Has had a discharg- 
ing left ear since nineteen years of age. Discharge has 
been constant. Examination revealed a foul purulent 
discharge with a double perforation extending to the 
margin of the drum. Was able to hear only loud noise 
on contact. Was treated on February 26, 1931. On the 
following day. he returned for examination. Only a 
small amount of mucoid discharge was found in the 
middle ear and odor was gone. On March 1, 1931, ear 
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was dry and has remained dry since. Function not im- 
proved. 

Case 19.—A. B. Male. Age 11. Has had intermittent 
chronic discharge from both ears for past year with 
impaired hearing. Right ear revealed a large central 
perforation behind the hammer handle and a small cen- 
tral perforation in Shrapnell’s membrane. The ear, 
however, was dry. The left ear showed a large margi- 
nal perforation, involving about one-third of the pos- 
terior portion of the drum with a foul, thick, purulent 
discharge. Hearing, right ear, spoken voice 8 feet; 
left ear, 3 feet. The discharging left ear was first 
treated on March 3, 1931. On March 4, 1931, this ear 
showed very little discharge and the odor had disap- 
peared. He returned on March 11, 1931, when the ear 
was found to be dry after having received two treat- 
ments. Hearing on this ear was now found to be 12 
feet for spoken voice. 

Case 20—S. K. Female. Age 23. History: Has had 
a chronic discharge from left ear since 1912. Examina- 
tion reveals large marginal perforation involving the 
entire pars tensa of the drum. Hears spoken voice on 
contact. Discharge is foul and purulent. Was first 
treated on December 20, 1930. On December 22 the dis- 
charge was only scant and odorless. On December 23, 
ear was dry. Since this date, the patient has had two 
exacerbations, the last one having occurred on April 
14, 1931, at which time there was a recurrence of the 
discharge and moderate mastoid tenderness. The ear 
is still under observation and the patient has been ad- 
vised that a radical mastoid operation will in all prob- 
ability become necessary inasmuch as it is believed that 
there must be considerable necrosis in the mastoid 
process itself, although X-ray shows only a sclerosis of 
the mastoid. The patient has accepted this advice and 
the ear will be operated upon shortly. 


In conclusion let me state that the above cases . 


represent a fairly average series with which we 
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are called upon to deal. Some cases, it is noted, 
responded to but one treatment, some to two or 
three, and that a few required more. It is to be 
seen also that the treatment is particularly effec- 
tive following the radical mastoid operation. 
This ought to make this method of treatment 
particularly acceptable, inasmuch as in the expe- 
rience of the average otologist the cessation of 
the chronic discharge does not take place in more 
than half of the cases operated upon radically. 
Its limitations are also demonstrated in that sev- 
eral cases developed an acute exacerbation of a 
chronic mastoiditis. In one such case, the radical 
operation was resorted to, and it was recom- 
mended for still another. 


The results obtained on the cases sighted, in 
my opinion, far excel results obtained by the 
usual local treatment of chronic middle ear sup- 
puration. Our experience with this type of treat- 
ment offers convincing proof that every case of 
chronic middle ear suppuration should be offered 
the benefits of the non-surgical treatment de- 
scribed, save those where there is positive evi- 
dence of serious impending complication and 
where there is very good evidence that local 
treatment cannot possibly be permanently effec- 
tive, such as in cases of cholesteatoma where the 
cholesteatoma cannot be removed through the ex- 
ternal auditory canal, and in cases where necro- 
sis exists in the mastoid body and thus is inac- 
cessible to any form of local treatment. 
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VAGINAL THRUSH 
REPORT OF A CASE 


Rutu E. Boynton, M.S., M.D.* 


Minneapolis 


Infections of the vagina and cervix with yeast-like 
organisms have been recognized for many years. Until 
recently, however, vaginal infections due to these or- 
ganisms belonging to the Monilia group were consid- 


Vaginal Smear—Stained with Gram’s stain. 


ered uncommon. Plass (1) et al. have recently given 
a very complete review of the literature on this sub- 
ject. Their own observations show that the Monilia 
organisms are frequently found, not only in women 
complaining of vaginal discharge, but also in the va- 
ginas of women with no symptoms. The literature also 
brings out the fact that Monilia infections occur much 
more commonly in pregnant than in non-pregnant 
women. Since few cases of this type of vaginitis have 


*From_the Students’ Health Service and Department of Pre- 
ventive Medicine, University of Minnesota. 


been reported in non-pregnant women, the following 
case report is given: 

A young woman, aged nineteen, was seen on July 22, 
1931, complaining of intense itching about the vulva 
associated with a watery vaginal discharge which be- 
gan July 18, 1931. Two days after the onset of these 
symptoms, she began to have a “cheesy” discharge 
from the vagina. She had no urinary symptoms. The 
patient gave a history of having had intercourse at 
frequent intervals for several months, the last time 
one week prior to the onset of the symptoms. Her 
last menstrual period was July 6. 

A pelvic examination showed the introitus to be 


Photomicrograph 850. 


very red. Bartholin’s and Skene’s glands were not pal- 
pable. The entire vaginal wall was covered with a thick 
white membrane which was very adherent. The ap- 
pearance of this exudate was typical of the exudate 
seen in oral thrush. The cervix was reddened but was 
not covered with the exudate. Smears showed large 
numbers of mycelial threads with their buds. They were 
gram-positive. No gonococci were present. Cultures for 
diphtheria bacilli were negative. Cultures for Monilia 
were made on an acid medium prepared by Dr. A. T. 
Henrici of the Department of Bacteriology and typical 
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growths of Monilia were obtained and identified by 
Dr. Henrici. Urinalysis was negative. 

On July 23, 1931, one day after her first visit, at 
which time no treatment had been given, the exudate 
was thinner and less adherent. On removal of the 
membrane, the wall of the vagina was markedly in- 
flamed. At this visit, the entire vagina was swabbed 
thoroughly with a 1 per cent aqueous solution of gen- 
tian violet, as suggested by Moench (2), Cooke (3), 
and others. The patient was instructed to take douches 
of sodium bicarbonate the following day and return 
the third day for further local treatment. She 
telephoned that she was unable to come for further 
treatment, but that she had had complete relief from 
her symptoms from the one application of gentian 
violet. She has not been seen since. A communica- 
tion received from her early in October stated that she 
had had no recurrence of any of the symptoms. 
Whether this patient is permanently cured cannot be 
predicted as these cases frequently undergo spon- 
taneous relief of symptoms and months or years later 
may have a recurrence. 

In this case, the typical thrush-like character of the 
exudate in the vagina made possible a clinical diag- 
nosis of Monilia vaginitis which was substantiated by 
microscopic examination of the smears. In many 
cases of Monilia vaginitis, the appearance of the 
vagina is not so characteristic and a diagnosis can be 
made only upon examination of the smears. The 
mycelial threads and buds stain readily with Gram’s 
stain (Gram +) and can easily be identified. 

The accompanying microphotographs were taken from 
the vaginal smear stained with Gram’s stain in this case. 
The characteristic mycelial and conidial forms of the 
organisms readily show up as Gram-positive organisms. 
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PULSION DIVERTICULUM OF THE 
ESOPHAGUS* 


H. D. Nacet, B.S., M.D. 


Waconia, Minnesota 


Pulsion diverticule of the esophagus are still of 
sufficient importance to warrant their reporting and 
inclusion in the literature. 

The first reported successful operation for this condi- 
tion which I was able to find in searching through the 
literature was that performed in 1886 by Wheeler of 


*Presented before the Eitel Hospital Staff meeting, Minne- 
apolis, May 22, 1931 
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Dublin. This was a one-stage operation. Because, how- 
ever, of its attending high mortality rate, this method 
of operation has been supplemented by the various two- 
stage operations of Goldman, Halstead, Murphy, C. H. 
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Mayo, and Judd. These consist of a free dissection of 
the sac at the first operation, and its complete removal 
later. The chief and important advantage of the two- 
stage operation is its comparative freedom from lung 
and mediastinal complications. Glaub and Jackson per- 
formed the combination esophagoscopic and surgical 
method of operation in these cases. Recently C. Ken- 
nedy and Phelps reported a case successfully treated in 
this manner. A more recent case treated by the two- 
stage method is reported by C. W. Webb. In reviewing 
the literature I found that the majority of the reported 
cases were older than the age of my patient. 

I was called to see Mrs. E. Z., a white married 
woman of forty-seven, who gave the following history. 
Her present illness began January 18, 1931, at 4 a. m,, 
with a sharp sudden pain in the lower abdomen, more 
marked over the right side. The pain continued and in- 
creased in severity until 11 a. m., when I was called to 
see her. Her temperature was sub-normal, pulse 88, 
respiration 18, and there was muscular rigidity of the 
right rectus muscle, and tenderness over this area. 

Her past history recorded a tonsillectomy a few years 
ago, and an operation for the cure of a rectal fistula in 
1918. She had had one child, who was living and well, 
and had had no miscarriages. The husband was living 
and well. 

Physical examination showed nothing abnormal ex- 
cept the following: A soft mass was present on the 
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right side of the neck suggesting an enlarged thyroid 
lobe. The lower right quadrant of the abdomen was 
rigid and tender but there was no distention or mass 
present. Pelvic examination revealed a tender adnexa, 
more so on the right, but no palpable mass. 


Fig. 2. Lateral view. 


The urine was normal, as was the blood picture, ex- 
cept for a leukocyte count of 15,000. 
metabolism rate had been a plus 1. 

A diagnosis was made of acute appendicitis and the 
patient was removed to the Eitel Hospital, where I op- 
erated upon her for this condition. At the operation, 
yellow-tinged fluid was found in the vicinity of the 
appendix and cecum and a larger amount in the pelvic 
cavity. This fluid was removed by suction. The ap- 
pendix, which was adherent, swollen, and inflamed, was 
removed in the usual manner by inversion of the 
stump and a purse-string method. The gallbladder 
was found distended, its walls thickened and did not 
empty well on pressure. The stomach was normal. 
Three penrose drains were placed in the abdomen, 
which was closed in the usual layer method. One drain 
was removed on the fourth and the others on the 
sixth postoperative day. She made an uneventful re- 
covery, except on the fifteenth day, when an attack of 
pleurisy set in, which quickly subsided in two days. 

During her convalescence the patient noticed, at va- 
rious times, considerable difficulty in swallowing food, 
which she attributed to a swelling in her neck. She 
had the impression that this swelling was a goiter. Due 
to the fact that she had a basal rate of plus 1 in July, 
1929, because the neck varied in size from day to day, 


A former basal 
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and because the swelling was soft and fluctuant, I or- 
dered an X-ray examination. This was performed Feb- 


ruary 6, 1931, and revealed a diverticulum of the 


esophagus, 8 cm. long and 9 cm. wide. The lower bor 
der of the diverticulum appeared close to the supra 


Fig. 3. Anterior-posterior view. 


sternal notch. On February 7, an esophagoscopy was 
performed by Dr. Phelps of Minneapolis, a diagnosis 
of benign diverticulum made, and operation advised. 

On February 9, 1931, under general anesthesia, the 
first-stage operation of this diverticulum was _per- 
formed. An incision was made along the anterior bor- 
der of the right sterno-cleido-mastoid muscle. The 
skin, platysma and deep fascia were divided, as was 
also the deep fascia of the neck. The right lobe of 
the thyroid was retracted medially and the sterno- 
cleido-mastoid muscle laterally. The omohyoid muscle 
was not divided. This incision gave a good exposure 
of the sac, which was dissected free from its bed and 
the trachea by blunt and gauze dissection. The neck 
of the sac was then carefully liberated down to the 
true esophagus. The sac was then sutured to the edge 
of the sterno-cleido-mastoid muscle, in an attempt to 
avoid its possible retraction. Gauze was loosely 
packed into the former bed of the diverticulum. The 
skin was closed with skin clips. Vaseline gauze strips 
were placed along each side of the incision and over 
the sac. 

The following day the patient could swallow liquids 
without distress. By the fourth day the entire gauze 
pack was removed. On February 17, or eight days fol- 
lowing the first-stage operation, the incision was re- 
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opened, and the sac excised at its neck between for- 
ceps. Fine chromic mattress sutures were placed behind 
the forceps on the stump. The forceps were then re- 
leased and a continuous suture so placed as to control 
bleeding and bring the edges together. Three more 
mattress sutures were put in back of the first row. All 
bleeding being controlled, the incision was closed, chro- 


Fig. 4. View taken five weeks later, after operation. 


mic sutures being used in the fascia. Skin clips were 
again used for skin closure. The upper end of the in- 
cision was left partially open for drainage. For forty- 
eight hours no fluids were permitted by mouth, dress- 
ings were changed daily and on the fourth day a muco- 
purulent drainage appeared. Skin clips were removed 
on the sixth and eighth post-operative days. Drainage 
continued about the same until the tenth day, when 
each succeeding day showed a decrease. In four weeks 
the incision remained perfectly dry. An X-ray film 
taken five weeks postoperatively is shown. I am in- 
debted to Drs. Robitshek and Herman, of Minneap- 
olis, for their kind assistance. 
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RECTAL MYOMA 


HARRY F. Bavaro, M.D. 
Minneapolis 


Cases of unusual pathology are reported usually be- 
cause of the interest generated by a mistaken diagnosis. 
The case I am reporting here is of rare occurrence and 
was mistaken for a rectal abscess largely because of the 
fact that it presented, in addition to the mass felt, an 
opening in the dentate margin posteriorly and a sinus 
running up in the direction of the mass, near which a 
small external opening existed. 

Three cases of true rectal myoma are collected and 
reported by Tuttle in his text, but he reports no case 
of his own. Gant, in his last edition, does not recall 
having ever seen a rectal myoma himself. Fibromyomata 
occur more frequently than the true myoma but even 
these are uncommon. 

The patient was a white male, aged 59, who worked 
as a fisherman. His chief complaints were, first, a 
draining sinus in his left buttock, and, secondly, an 
adenoma of the thyroid. His past history includes only 
rheumatic fever at twenty-one years. His family history 
is irrelevant. 

The physical examination showed a male weighing 
130 pounds and 68 inches in height, with a blood 
pressure of 130 systolic and 80 diastolic, pulse 74, 
temperature 98.8°. Teeth were badly worn and pyorrhea 
(grade II) present. There was a nodular bilateral 


adenomatous goiter (grade III), without hyperthyroid- 


ism; peripheral sclerosis (grade III). A soft, tender 
mass the size of a hen’s egg distended the skin at the 
left postanal margin. This mass lay outside of the 
lower left posterior rectal wall. There was a small 
sinus opening near this mass. 

Laboratory findings: Urinalysis—Sp. gr. 1026, acid, 
albumin 0, sugar 0, micro. negative. 

Blood Count—Hemoglobin 70 per cent. 

Wassermann—Negative. 

A preoperative diagnosis of rectal abscess was made 
and under sacral anesthesia he was operated upon. 
The operative procedure was as follows: 

A probe was passed into the internal opening and 
another into the external opening and the incision was 
made from the internal to the external opening. Then 
on attempting to palpate the probe through the internal 
opening a larger cystic mass about 8 cm. long and 5 
cm. in diameter was found. This was easily removed 
by blunt dissection with the finger. It apparently com- 
municated with the same internal opening as the fistula. 
It contained some fluid about the consistency of water 
and apparently some mucus but no hair. It closely re- 
sembled a post-anal or post-rectal dermoid which had 
become infected. The cavity thus formed was irrigated 
with mercurochrome and the distal margin closed ex- 
cept for a small area one cm. long through which a 
rubber drain was inserted. The mass contained several 
large cavities and apparently some of the wall was 
cystic. The fluid had a rather peculiar odor, smelling 
somewhat like amniotic fluid. 

Pathological report: Rectal myoma. 

Postoperative notes: The wound filled in by gran- 
ulation and left the anal canal flexible and competent. 

420 MEDICAL ARTS BUILDING. 
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PRESIDENT’S LETTER 





BEGAN my term of office as President of the Minnesota State Medical Association, with 
a solemn sense of the responsibility and no small sense of apprehension. 


Now I am about to close it and in this salute and farewell I am happy to extend 
most earnest thanks to my fellow officers in this Association, its councilors and committees 
for their support and assistance, this year. Their codperation has made my task a pleasure 
as well as a very distinguished honor. 


Our association progresses steadily towards a unity and cohesion that is almost un- 
exampled, I believe, in state bodies of other kinds. It is a power and a factor to be 
reckoned with on the outside in all fields that legitimately concern it. It is an equally 
important factor in the maintenance of scientific standards and public conscience among its 
own members. 


_ These are proud things to say of any organization and I say them with due humility 
since my part in bringing them about has been infinitesimal in comparison with the general 
contribution. 


The times are critical for the profession of medicine in the United States. We stand, 
now, where we can see just beyond us—at one turn of the road—the possibility of a system 
of state medical practice in America comparable to those in effect in the majority of 
European countries. The path leading to socialization or a paternalistic bureaucracy for 
the care of the sick seems to many wise men outside of the medical profession, as well as 
to the majority of physicians themselves, to be an alien by-road unsuited to American insti- 
tutions and habits of mind. We must not forget however that strain, the presence of 
economic hysteria, makes it easy to mistake the road. 


It is our responsibility to stand guard—if I may continue my figure—at dangerous 
crossroads; if social medicine is indeed the proper destination for American medicine, then. 
we must point the way. If it is not, then we must direct the private practice of medicine 
into a wise and effective readjustment of our methods in relation to preventive medicine, 
ie me distribution of medical care at all income levels and proper medical care for the 
indigent. 


_ In this connection there is one thing I would particularly urge upon our own member- 
ship. That is, in fact, a thorough reading each month of our own medical journal. 


The social and economic aspects of medical practice in Minnesota will be discussed at 
length in the columns of Minnesota MEDICINE this next year—and by men qualified above 
the average to deal with them. We cannot do better to prepare ourselves for crises ahead 
than to follow closely the letters of our new president from month to month; the page 
forums of our Committee on Public Health Education; the reports of our Committee on 
Medical Economics and of the Women’s Auxiliary. In my opinion it is the individual 
responsibility of every member of the association to know just exactly what are the public 
policies of his organization and where they will lead him. 


In the end, public welfare as well as the fate of American medicine rests upon the 
balance and information and social conscience of that already heavily burdened social func- 
tionary, the family physician. 


ah tg 


. President, cl 
Minnesota State Medical Association. 
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STATE MEDICINE FOR 4,000,000 
VETERANS 


Following the World War medical specialists 
were employed on a part time salary basis under 
the United States Public Health Service to care 
for disabilities of veterans resulting from serv- 
ice. It was not long before the Veteran’s Bureau 
operated hospitals of its own and used the serv- 
ices of full time physicians in the employ of the 
Bureau except for certain consultants. It is a 
question whether the change in policy furnished 
the veterans with better medical service as a 
whole. 


In 1924 the scope of disabilities cared for by 
the Veterans’ Bureau was extended to include 
certain specified disabilities irrespective of their 
service origin. The next step was to provide in 
1926 free hospital care for all veterans without 
regard to the nature or origin of their disabilities. 
This provision was protested by our national 
medical organization and various state medical 
organizations, including our own, as un-Amer- 
ican, and physicians were not alone in their ob- 
jections. 


Following this extension of service in 1926 
the percentage of non-service disabilities cared 
for in the veterans’ hospitals has increased until 
in 1930 they comprised a majority of the pa- 
tients cared for in the 33,128 beds now in exist- 
ence. According to Dr. Shoulders, the medical 
council of the Veterans Bureau estimates that a 
maximum of 129,859 beds will be needed. This 
means the continuation of an extensive building 
program during the next few years to provide 
about 100,000 additional beds. 

To quote from a comprehensive article on the 
subject by Dr. H. H. Shoulders of Nashville 
which appeared in the A. M. A. Bulletin for 
October : 


“The average cost of constructing veterans’ hospitals 
is approximately $3,500 per bed. The average cost of 
the professional staff is $151.56 per year per bed. The 
cost of maintaining these hospitals in 1930 was $4.42 
per bed per day, or $1,613.30 per year per bed. The 
cost. of completing the construction program alone 
would amount to over $360,000,000. The cost of the 
professional staff would amount to over $19,000,000 per 
year, when completed. The cost of maintenance, when 
completed, would be about $200,000,000 per year. These 
are not all. The cost of equipment and the cost of 
transportation of veterans to and from the hospitals 
cannot be even approximately estimated.” 


The figures were obtained from the Veterans’ 
Bureau and the estimate of the enormous cost 
of this hospital building and maintenance pro- 
gram is alarming to taxpayers in general. This 
cost will be in addition to present appropriations. 
Private hospitals for the most part erected and 
operated through generous private contributions 
and at present about half filled will feel the effect 
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of newly constructed government hospitals, and 
many will doubtless have to close their doors. 
More and more veterans will be taken out of the 
field of private medical practice. 


Those who have observed the operation of the 
present plan of providing hospital benefits to 
veterans know that the hospital benefits are not 
and cannot be evenly distributed. Only a very 
few veterans can live as near a veterans’ hospital 
as a private one. In case of an accident or acute 
illness requiring prompt surgery the proximity 
of hospital and surgeon is frequently vital. In 
certain parts of the less densely populated por- 
tions of the country the veteran is hundreds of 
miles from the nearest government hospital. 
What is the result? Vital time is lost in reach- 
ing the hospital, the long trip is deleterious to 
eventual recovery, and the patient is better off 
if he employs the local hospital and physician 
and pays his expenses himself. Transportation 
to the nearest government hospital is incidentally 
a big item of expense to the government and 
eventually to the taxpayer. 

Take a concrete example. A veteran develops 
a pain in the abdomen. If he lives near enough 
to a veterans’ hospital he seeks relief. Hospital- 
ization is not deemed advisable. By evening the 
pain becomes unbearable; a private physician is 
called; the symptoms of acute appendicitis are 
full blown and immediate operation in a private 
hospital becomes necessary. Or take an extreme 
example of a veteran requiring a tonsillectomy. 
He is advised of the necessity by his private 
physician. He chooses to have t operation 
done at government expense. Trat.,ortation is 
provided after more or less delay to the nearest 
government examiner, who may be miles away. 
The advisability of operation is determined. 
Transportation is furnished to the nearest vet- 
erans’ hospital, perhaps a day’s journey distant. 
The veteran is detained in the hospital where he 
can be under supervision until fully recovered 
and given transportation home. The veteran 
loses a month in time instead of three days and 
the performance has cost the government three 
or four hundred dollars. 

Numerous similar instances could be cited. 

What remedy is there for the situation? 

There is a remedy in the proposition known 
as the “Shoulders resolution” submitted to the 
House of Delegates of the A. M. A. at its last 
session. Instead of continuing the present hos- 
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pital building plan the proposal in a nutshell pro- 
vides that each veteran be allowed hospital and 
disability benefits in case of sickness, which will 
enable him to select his own local hospital and 
physician. The case is checked by a representa- 
tive of the Bureau as at present in insurance 
cases. This would be to the advantage of the 
veteran, an economy to the government, a life 
saver for many private hospitals, and would pre- 
serve that fundamental relation between patient 
and physician which permits the selection of the 
medical advisor. It is not surprising that in 
numerous instances where the plan has been ex- 
plained to groups of veterans it has met hearty 
approval. 





THE STATE ASSOCIATION—WHAT IT 
HAS DONE AND IS DOING 


It is customary for business firms to take stock 
once a year to get a clear idea of their profit and 
loss. Perhaps many of our members who faith- 
fully pay dues annually into the treasury of the 
State Association wonder just what becomes of 
their money and would be interested in having 
a summary of the work done through their 
dollars. 

Consider first the two boards whose work is 
most effective because of the efforts of the Asso- 
ciation. I refer to the State Board of Medical 
Examiners and the Basic Science Board. What 
have they done for the medical men of Minne- 
sota? 

From 1925 to 1930, 1,585 poorly qualified phy- 
sicians were graduated in the United States. 
This figure is taken from the report of the Coun- 
cil of Medical Education and Hospitals in the 
Journal of the American Medical Association of 
April 25, 1931. Their table shows that not one 
of the 1,585 poorly qualified physicians is located 
in Minnesota. ’ 

From 1924 to 1927 inclusive, before the creation 
of the Basic Science Board, there were licensed 
annually an average of 195.5 physicians, 11 oste- 
opaths, and 46.5 chiropractors. From 1928 to 
1931 inclusive, following the passage of the Basic 
Science Law, the yearly average was 192.25 phy- 
sicians, 5.75 osteopaths, and one chiropractor. 

The figures for licensed masseurs show that 
215 were licensed in 1929, 201 in 1930, and 189 
in 1931. As you all know, before the new Mas- 
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seur’s law placing their licensing in the hands of 
the State Board of Medical Examiners was 
passed, there were many quacks practicing medi- 
cine under a masseur’s license. We never did 
have any quarrel with legitimate masseurs. 

Prior to 1928, there were so few convictions 
for infractions of the medical practice act as to 
be practically negligible. Since 1928 the State 
Board of Examiners has had money derived 
from registration fees with which to work. In 
the period from 1928 to date, 196 infringement 
cases were investigated. Fifty-one were court 
cases. Forty resulted in conviction and one is 
still pending. The legal expense has been prac- 
tically $21,000.00. 

We might classify the educational work of the 
State Association under three headings: (1) for 
ourselves; (2) for the public; (3) other work to 
help smooth over the rough places in Medicine. 

Under educational work for ourselves, we 
have the yearly scientific meetings, the extension 
courses, and Minnesota MEpIcINE, which ranks 
high among the journals of its type in the United 
States. The Consultation Bureau reported some 
110 cases in the Journal in 1930. Mention might 
be made of the Historical Committee, which is 
about ready to print its first volume. 

The educational work for the public is only 
a few years old. Radio talks for the past three 
years appear to have been well received by the 
public. The news service reaches 300 news- 
papers. Eleven public health meetings were held 
throughout the state in 1930. We codperated in 
the campaign for diphtheria prevention. Hygeia 
and Everybody's Health were sent to every mem- 
ber of the Legislature. 

This matter of public education may be more 
or less intangible, as far as results are conceined, 
but my belief is that it is one of the well worth- 
while things that we do and cannot fail to create 
a more intelligent viewpoint of the medical pro- 
fession on the part of the public. We are par- 
ticularly fortunate in this matter of public con- 
tact in the fact that our own secretary also repre- 
sents the largest lay organization in the state, 
whose function is Public Health work. 

We now come to Committee work to help 
smooth over the rough places. 

The Contract Practice committee has been 
dropped but its successor is known as the com- 
mittee on Industrial Practice and, under the 
chairmanship of Dr. Frank Burch, has already 


considered many matters concerning the relation- 
ship of the individual to industrial medicine. 
Incidentally, Dr. Burch tells us that the present 
State Industrial Commission is both approach- 
able and codperative. 

We shall not do more than mention the com- 
mittees on Medico-Legal Affairs, University 
Relations, the one to investigate the schools for 
Laboratory Technicians, and that on State 
Health Relations. They are all doing valuable 
work. 

We now come to the committee which has 
spent a lot of money but has put us in a very 
prominent place on the medical map of the 
United States. We shall mention only a few 
high spots of the work of the Legislative Com- 
mittee. The statute of limitations limiting the 
time in which a malpractice suit may be brought 
to a two year instead of the former six year 
period, saves us annually, in malpractice insur- 
ance, much more than our annual dues of $15.00 
to the State Association. This is beautifully 
shown in a recent bulletin from Dr. Meyerding’s 
office in which the North Dakota rates, where 
the six year law prevails, are listed from $50.00 
up—for the same protection which costs us 
$21.00. 

The Basic Science Law and the modification of 
the Medical Practice Act have eliminated from 
Minnesota many poorly qualified medical men 
and at least forty-five new chiropractors per year 
and has helmed greatly in meeting some of the 
criticism « ““'Sme of our own members “that we 
have no right to pose as nickel plated angels 
when we harbor crooks and abortionists amongst 
our own membership.” 

The continuation of the service of furnishing 
Wassermann tests to physicians throughout the 
state was the result of the efforts of this com- 
mittee. 

We are still able to render our own bills in in- 
dustrial work instead of accepting a fee schedule 
of the Industrial Commission. 

Also, there have been defeated in the past four 
or five sessions of the Legislature, very many 
pernicious measures which, if passed, would have 
menaced scientific medicine and have broken 
down all bars which, at present, serve to protect 
the citizens of Minnesota from charlatans, 
quacks, and frauds. 

P. J. S. 
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WHERE THE DOCTOR IS PUBLIC HEALTH WORKER 


One of the most important reports on record of a successful codperation between a County 
Medical Society and a city health department appeared recently under the title “The Physician as 
Health Worker” by L. O. Geib and Henry F. Vaughan, both of Detroit, in a recent issue of the 
Journal of the American Medical Association. 


This report is now available as a reprint which might serve as a model for any public health 
program in any city. In this case it involved a two year diphtheria immunization campaign carried 
on by the Wayne County Medical Society of Detroit and the Detroit City Department of Health. 


Following the launching of this joint plan no further free clinics for administration of diph- 
theria protection were held anywhere in Detroit. All immunizations were given at a fixed rate 
between certain fixed hours in the offices of private physicians. The results up to June 1, 1930, 
were that a very high percentage of children have already been immunized. The actual figures 
are 80 per cent of all school children and 70 per cent of pre-school children, who have received 
protection. 


Below are some significant extracts from this reprint, copies of which are available from the 
Wayne County Medical Society. It is well worth the time of anyone interested in public health 
programs from the standpoint of the private physician, to read the entire reprint: 


“In Detroit, as elsewhere” this Detroit report says, “the Health Department has maintained public health 
clinics over a period of years, with the purpose of teaching pre-natal care to the expectant mother, furnishing 
instruction to promote infant welfare and preschool and school hygiene, supplying information to those who 
have been exposed to such communicable diseases as tuterculosis and the venereal diseases, and providing pro- 
phylaxis against smallpox and diphtheria. We believe that such clinics have an educational value and are needed 
during a period of demonstration. Beyond this, there is no justification for their existence except to take care 
of that small fraction of the population which is always indigent or nearly indigent. Preventive medicine can best 
be administered through the agency of a medical profession which has been thoroughly enlightened with regard to 
the practice of disease prevention, a profession which can become keenly alert to its responsibility and ably prepared 
to play its part in the conservation of the public health and welfare. Any health department which does not 
organize itself to make available through the office of the family physician the facilities now recognized as 
available to the modern health department is missing its opportunity. In Detroit, 1,100 physicians became 
actively interested in preventive medicine. The value of this addition to the roster of public health workers 
can easily be appreciated. Fundamentally, the problem is one of preparing the public for the service which may 
be rendered by the physician and at the same time preparing the physician to give the type of service to which 
the public is entitled.” 


The factors that have contributed most to the success of this program, as cited in this reprint, 
have been: 


“First, continuous contact between the health department and the public health committee of the medical 
society, which has met weekly; second, postgraduate medical conferences in communicable diseases, which have 
been held weekly during the winter months; third, the employment of medical codrdinators, who have visited in 
their office those physicians who never or seldom attend medical meetings of any character; fourth, the in- 
auguration of a program of popular health instruction maintained by the health department, and, fifth, a system 
of home visitation and instruction of parents by public health nurses.” 


Charges jointly agreed upon between the Medical Society and the health department were one 
dollar for each dose of toxin-antitoxin or toxoid in all cases where, in the physician’s judgment, the 
parent was able to pay for the service. The charge for the Schick test and reading of results was 
likewise one dollar, making a total charge of four dollars for the service. There was nothing in 
the plan to hinder the physician from charging his usual office fee if the patient appeared at any 
hour other than that specified in the agreement. It was further agreed that, when in the physicians’ 
judgment the parent was unable or unwilling to pay, the health department should reimburse the 
physician at the rate of 50 cents for each treatment and one dollar for the Schick test, making a 
total of $2.50 for the complete service to each child. 
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Dr. Ralph L. Parsons is located at Monterey, Minne- 
sota, in general practice. 


Dr. G. A. Hedberg of Canby, Minnesota, is house 
physician at Nopeming Sanatorium, Nopeming, Minne- 
sota. 


Dr. Morris Greenberg, a graduate last year at the 
University, is now in general practice at Wilton, North 
Dakota. 


Dr. Meredith Hesdoffer has recently been appointed 
member of the staff of the Students’ Health Service at 
the University of Minnesota. 


Dr. Gordon E. Strate, St. Paul, following a residence 
appointment in the Eye, Ear, Nose and Throat depart- 
ment at the Ancker Hospital, has been studying in 
Vienna. He returned in November. 


Dr. Brand O. Leopard has moved from St. Cloud, 
Minnesota, to Albert Lea, Minnesota, where he has 
opened offices in the Freeborn County National Bank 
Building. 


At the annual meeting of the Central Neuropsychi- 
atric Association, which was held in Buffalo, October 16 
and 17, 1931, Dr. H. W. Woltman of Rochester was 
elected secretary-treasurer. 


The marriage of Miss Marion Elizabeth Ashworth 
to Dr. E. J. Borgeson, both of Saint Paul, was solem- 
nized Saturday evening, October 10, 1931. Dr. and Mrs. 
Borgeson, following a trip east, are now at home in 
Saint Paul. 


Dr. S. M. Kirkwood, and family, of Baker, Montana, 
were recent visitors in Saint Paul, Minn., where Dr. 
Kirkwood practiced for nearly twenty-five years. Dr. 
Kirkwood with his wife and son stopped en route to 
Massachusetts, where they will make their home. 


Dr. Carel C. Koch, Minneapolis, has been appointed 
as a member of National Advisory Commission on 
Vision for Motor Drivers which was organized to co- 
operate with the national street and highway safety 
conferences inaugurated by President Hoover when he 
was secretary of commerce. 


Physicians wishing to take part in the Scientific Ex- 
hibit of the annual meeting of the American Medical 
Association to be held at New Orleans next May 


should send in their applications to Thomas G. Hull, 
Director of the Scientific Exhibit, by January 20, 1932. 
Application blanks may be secured from the A. M. A. 
headquarters. 


Appointment of Dr. F. E. Harrington, commissioner 
of public health, Minneapolis, as a member of the 
advisory board of the Health Research Bureau in the 
Women’s Apparel Industry has been announced through 
the New York office of the organization. The bureau 
was formed to encourage healthful styles in women’s 
apparel, according to Jerome Samuels, secretary. 


Work on the remodeling of the E. J. Jones residence 
in Morris, Minnesota, into a hospital is under way. 
The project was established by a group of doctors and 
business men of Stevens County. Those at the head 
of the movement are Dr. E. T. Fitzgerald and Dr. J. F. 
Cumming, Morris, and Dr. M. L. Ransom, Hancock. 
When completed the hospital will accommodate eighteen 
patients. 


Dr. L. A. Sukeforth of Duluth, public health director 
of that city for eight years, has retired from office. 
No successor has as yet been named. A plan for re- 
organizing the department, which will call for a full 
time specially trained supervisor as the department head, 
is being worked out by a committee of the St. Louis 
County Medical Society. Dr. A. J. McLaughlin, med- 
ical director of Chicago, has been named by the Bureau 
of Public Health, Washington, D. C., to assist the 
Duluth committee in reorganizing the department. 





Dr. William J. Mayo of Rochester, Minn., was named 
president-elect of the International Assembly of the 
Interstate Postgraduate Medical Association at the 
meeting held in Milwaukee the latter part of October. 

Dr. Arthur Dean Bevan, of Rush Medical College, 
Chicago, became president for the ensuing year. Other 
officers confirmed were: Dr. Charles H. Mayo, 
Rochester, and Dr. Edward Archibald, Montreal, heads 
of assembly clinics; Dr. William B. Peck, Freeport, III., 
managing director; Dr. Henry G. Langworthy, 
Dubuque, treasurer and director of the Foundation 
Fund; and Dr. George W. Crile, Cleveland, chairman 
of the program committee. 

The nominating committee consists of Dr. E. M. 
Eberts, Montreal, chairman; Dr. B. J. Lee, New York; 
Dr. E. Starr Judd, Rochester, Minn., and Dr. Henry 
Christian, Boston, Mass. 


Medical examinations for the unemployed are being 
utilized in Minnesota in an attempt to discover whether 
men and women who are frequently or generally out 
of work are suffering from physical disabilities that 
prevent their success as workers. This undertaking is 
part of the Minnesota Employment Stabilization Re- 
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search Institute’s work of making an intensive study 
of basic conditions of unemployment in Minneapolis, 
St. Paul, and Duluth. Mental tests and tests for voca- 
tional interests, trade skill proficiences, and personality 
traits are being given in addition to the medical ex- 
aminations to four thousand unemployed individuals 
who have registered at the Institute headquarters at the 
University of Minnesota. Bulletins reporting the find- 
ings of this organization, which will also make a study 
of industrial conditions and public employment offices 
in the three cities, will be published by the University 
of Minnesota Press at intervals during the next two 
years. 





MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


“NATUROPATH” SENTENCED TO FORTY DAYS IN COUNTY 
JAIL 
State of Minnesota vs. Dana L. Hewett. 


On October 16, 1931, Dana L. Hewett was arrested 
at Anoka, Minnesota, charged with practicing healing 
without a Basic Science certificate. Complaint was filed 
by Mr. Brist on behalf of the State Board of Medical 
Examiners. The defendant is a man about fifty years 
of age and maintained his office at 1807 First Avenue 
South, Anoka. The defendant was holding himself out 
to the public as follows: 
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Remove the cause and nature will complete the 
work. Functional and organic diseases success- 
fully treated. 

D. L. HEWETT 
Naturopath 
1807 Ist Ave. S., Anoka. Phone 544 J. 
Hours 9 A. M. to 5 P. M. 
Evenings and Sundays by appointment. 











Following his arrest, Hewett waived his preliminary 
hearing and was held to the District Court under bond 
of $500. On October 21, Hewett entered a plea of guilty 
and was sentenced by the Honorable Arthur E. 
Giddings, Judge of the District Court, to a term of 
forty days in the county jail. The sentence was sus- 
pended and the defendant placed on probation on con- 
dition that he shall refrain from pacticing healing in 
the State of Minnesota. The State was represented by 
Leeds H. Cutter, County Attorney, and the defendant 
was represented by W. A. Blanchard, former State 
Senator from Anoka. 





ST. PAUL MASSEUSE AND FORMER NATUROPATH SURRENDERS 
MASSAGE LICENSE 


State of Minnesota vs. Schultz. 


Mrs. Pauline L. Schultz, 633 Hamm Bldg., St. Paul, 
surrendered her massage license to the State Board 


[December, 1931] 


of Medical Examiners on October 26, 1931. Mrs. 
Schultz, who claims to be a Naturopath, has been under 
indictment for manslaughter since last spring follow- 
ing the death of a St. Paul girl after an alleged abor- 
tion. 

Mrs. Schultz has maintained offices in the Hamm 
Building for several years, where she has practiced 
under a massage license. The County Attorney’s office, 
through no fault of its own, was unable to produce 
certain essential evidence in this case and it was there- 
fore deemed advisable not to attempt a trial of the 
indictment. However, before the indictment was nolled 
on October 26, 1931, Mrs. Schultz advised the Board 
in writing that she was surrendering her massage 
license and closing her office. The office is to be closed 
on or before December 1, 1931. 





CHIROPRACTOR GIVEN SIX MONTHS JAIL SENTENCE 
State of Minn. vs. George F. Sjoden. 


On November 12, George F. Sjoden, licensed chi- 
ropractor with an office at Kensington, Minnesota, was 
sentenced to six months at hard labor in the County 
Jail of Douglas County by the Honorable John A. 
Roeser, Judge of the District Court, for practicing 
medicine without a license. The defendant formerly 
practiced at Princeton and Motley, Minnesota. He has 
been prescribing medicine and attempting to remove 
tonsils. Complaint was filed against Dr. Sjoden by Mr. 
Brist, representing the State Board of Medical Exam- 
iners, before Sherman Costello, Justice of the Peace at 
Alexandria, Minnesota. 

After having the Medical Practice Act and the Chi- 
ropractic Law very carefully explained to him, Judge 
Roeser suspended the sentence on condition that he pay 
the costs of the prosecution, that he. refrain from prac- 
ticing medicine in the future and that he keep the peace 
and be of good behavior. Dr. Sjoden, being licensed 
only under the Chiropractic Law of this State, has no 
authority whatever to prescribe medicine or remove 
tonsils. 

Very splendid codperation was received in the pros- 
ecution of this case from Mr. C. F. Hanson, County 
Attorney of Douglas County, and Sheriff Bennie Ur- 
ness. 





CHRISTMAS SEAL SALE 


The annual Christmas Seal Sale for the purpose of 
raising funds to fight tuberculosis takes the stage this 
month. 


It is significant of the healthy condition in which this 
Christmas Seal movement finds itself on the occasion 
of its 25th anniversary that it is not resting com- 
fortably in old grooves, holding abandoned batte fronts. 


As the National Tuberculosis Association, the Minne- 
sota Public Health Association and all of their affiliated 
bodies in every state begin the 1931 campaign for 
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funds, medical men will gladly acknowledge that they 
are in the vanguard in the education of the public to 
the newest epidemiological methods of control of tuber- 
culosis and also in their national program of research 
into the nature of the disease. 


This is the appeal which this movement makes to 
physicians, an appeal which sets it apart from many 
other benevolent undertakings. The National Tuber- 
culosis Association is headed and managed by phy- 
sicians and the Minnesota Public Health Association, 
its representative in Minnesota, is an active partner of 
the State Medical Association in the promotion of 
legitimate general health and anti-tuberculosis propa- 
ganda. 


In that sense, the cause of the Christmas Seal in 
Minnesota is especially the cause of organized medicine 
and will, no doubt, receive the same staunch support 
this year that it has always received. 


No one can doubt that reduced circumstances, mean- 
ing reduced scales of living, also mean reduced resis- 
tance to disease of all kinds, particularly tuberculosis. 
Among many emotional appeals for help for the un- 
fortunate, this year, the sober appeal for more funds 
to fight tuberculosis will have a vivid reality in the 
minds of medical men. In most localities of the state, 
the Minnesota Public Health Association, with the 
authorization of the state and county medical societies 
and with their codperation, has led in the important 
work of introducing and demonstrating the routine 
Mantoux testing of children. A threatened increase in 
the incidence of the disease will mean greater need than 
ever for this type of program which points the way 
toward discovery of infection at a time when it is 
possible to protect the child from active pulmonary 
disease. 


Some interesting figures on comparative rates of 
tuberculosis infection in the towns and in the rural 
sections of Minnesota have come to light during the 
testing of the last year carried on both directly by the 
Christmas Seal organizations and indirectly in codpera- 
tion with the sanatorium districts of the state. In all, 
30,000 tests have been made, mostly among other than 
known contact groups, with percentages of positive re- 
actors running as low as six per cent in Ottertail 
County and 12.6 per cent in the city of Owatonna, on 
the one hand, and 25 per cent among city grade school 
children and 34.25 per cent among high school seniors 
tested as a group in Saint Paul. 


Throughout the state these testing programs have 
discovered in all 70 unsuspected cases of open, active 
tuberculosis. The childhood type cases numbered 456. 
The number of cases discovered does not, of course, 
represent the whole value of the undertaking. To the 
home of each positive reactor went a warning of the 
significance of the reaction and a suggestion that the 
child see his physician, not only for a physical check- 
up but for help in discovering the source of the infec- 
tion. This is practical education in tuberculosis con- 
trol, a program in which the Christmas Seal organiza- 
tion will have the continued approval and codperation 
of the medical profession. 


OBITUARY 


Daniel D. Murray 
1859-1931 
Dr. D. D. Murray, for forty years a practicing phy- 
sician at Duluth, died November 6, 1931. Dr. Murray 
at one time was City Health Commissioner and for 
several years was medical examiner for the State 
Athletic Commission of Minnesota. 





Frederick Barrett 
1875-1931 


Dr. Frederick Barrett, mayor of Gilbert for seven- 
teen years, died suddenly at his home November 4, 1931. 

Dr. Barrett, who was fifty-six years old, went to 
Tower in 1888 and also had lived at Eveleth before 
coming to Gilbert. He is survived by one son, John, 
a student at the University of Minnesota; a brother 
and two sisters. 





Frederick J. Mitchell 
1879-1931 


Dr. Frederick J. Mitchell, Saint Paul, was acci- 
dentally shot while hunting near Albert Lea on October 
8, 1931. Born at Rockland Center, Wisconsin, July 17, 
1879, he studied medicine at Hahnemann Medical 
School, Chicago, and received his degree from North- 
western Medical School in 1909. 

Dr. Mitchell practiced at Euclid, Minnesota, from 
1903 to 1908, and had practiced in the Payne Avenue 
district of Saint Paul for twenty-two years. 





Walter Henry Robilliard 
1861-1931 


Dr. W. H. Robilliard, seventy years old, died Sunday, 
November 1, 1931, at his home in Faribault, Minnesota. 
For thirty-five years a prominent practicing physician 
in Faribault, he also was an outstanding leader in civic 
and fraternal life. 

Dr. Robilliard was a member of the Rice County 
Medical Society, the Minnesota State Medical Associa- 
tion and the American Medical Association. 

Surviving are his widow, two sons, Dr. Charles and 
Harold S.; a daughter, Mrs. Lyle Day of Minot, N. D.; 
and a sister, Mrs. H. S. Cleveland, of Minneapolis. 





Reuben Nathaniel Palmer 


1893-1931 


Dr. Reuben N. Palmer, Kenyon, Minnesota, died 
Tuesday evening, November 3, 1931, as the result of a 
heart attack. He was thirty-eight years old. A grad- 
uate of the University of Minnesota medical school, 
where he was a member of Phi Beta Pi medical frater- 
nity, he served his interneship at Ancker hospital, St. 
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Paul. Dr. Palmer began practice at Lanesboro, where 
he was located for about six years, moving to Kenyon 
only recently. 

He was a member of the American Medical Associa- 
tion, Minnesota State Medical Association, secretary of 
the Houston and Fillmore County Medical Society, 
member of the Rice County Medical Society, Masonic 
lodge of Lanesboro, Kiwanis club, Izaak Walton league 
and First Futheran church of Kenyon. Dr. Palmer 
served in the medical corps in the World War. 

He is survived by his wife; four brothers, George, 
Gunnar and Elder of Chisago City and Carl of Lind- 
strom; and two sisters, Anna and Astrid of Chisago 
City. 





MISCELLANEOUS 


THE SUPRACRICOID ADMINISTRATION OF 
LIPIODOL 


GEOFFREY Cottam, M.D. 
Minneapolis 


Each method of introducing lipiodol into the bron- 
chial tree has its merits. In this brief communication, 
I wish to present the reliability and advantages of the 
above named route. 

The various methods are: 

1. Ochsner’s cocain anesthetization of the pharyngeal 
ring with a resultant loss of the swallowing reflex. The 
patient is instructed to take a mouthful of the oil and 
tilt the head back. The lipiodol then runs down the 
trachea. 

2. A method used by Pritchard whereby the oil is 
administered through a cannula placed between the vo- 
cal cords after laryngeal cocainization. 

3. A type used in Graham’s Clinic utilizes a glass 
syringe and a long needle. The tongue is pulled for- 
ward as the oil is dropped from the end of the needle 
on the back of the tongue. The oil overflows into the 
trachea. 

4. The bronchoscopic administration. 

5. Lastly, the supracricoid method in which a syr- 
inge and an ordinary “hypo” needle are used. The crico- 
thyroid membrane is punctured and the medium inject- 
ed into the trachea. 

The technic of the latter operation is very simple. 
One half hour before injection, the patient’s shoulders 
are lowered below the level of his hips and he is in- 
structed to cough up all sputum. Introduction of oil on 
top of sputum may cause patches of bronchopneumonia. 
Twenty minutes before injection he is given % of a 
grain of codein sulphate by hypodermic. He is then 
taken to the X-ray room and set upon a chair. The 
area over the throat is sponged with alcohol and a 
syringe full of lipiodol with a hypo needle is heated 
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over a Bunsen flame. The cricoid is palpated and with 
one quick thrust through the skin and crico-thyroid 
membrane the needle enters just below the larynx. By 
pulling back on the plunger, air will enter the syringe 
if the needle is in the air passage. The patient is then 
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& 
Fig. 1. For clarity the needle has been enlarged. This shows 


needle entering infra-laryngeal region through crico-thyroid 
membrane. 


tilted to the side of disease at an angle of 45° and he 
is instructed not to cough or swallow and to take short 
deep breaths like the panting of a dog. The oil is then 
introduced to a point where gurgling in the trachea is 
noticed. Warning the patient not to cough, the needle 
is removed and he is placed for an X-ray picture. Ten 
to 40 c.c. of lipiodol may be necessary. 

Upper lobe injections may be made by placing the 
patient on a table on the diseased side, with the feet 
down, at a 45° angle and when gurgling in the trachea 
is noted the table is inverted with the head down at an 
angle of 45° for one minute. The film is then taken with 
the table flat and the patient on his diseased side. The 
whole procedure takes but fifteen minutes. 

The advantage over all the other methods is that it 
is always successful. Upper lobes may be injected with 
greater facility than with other methods. More ade- 
quate filling of the bronchial tree may be obtained. Pa- 
tients who have had one of the other methods as well 
as the supracricoid, prefer the latter,—they do not mind 
the hypo needle as much as the gagging by the other 
methods. The only complication in the four years that 
I have been doing this work was a superficial infection 
in the neck, which readily yielded to hot wet dressings. 
The only contraindication is a septic lung (as pneu- 
monia) or very active pulmonary tuberculosis. In low 
grade activity it may be used. Again, it can be done in 
much less time than that required by the other meth- 
ods and there is not the annoyance ‘of gastric disturb- 
ance from swallowing the oil. , 
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REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


MEDICAL BROADCAST FOR THE MONTH 


The Minnesota State Medical Association Morning 
Health Service 


The Minnesota State Medical Association broadcasts 
weekly at 11:15 o’clock every Wednesday morning over 
Station WCCO, Minneapolis and Saint Paul (810 kilo- 
cycles or 370.2 meters). 

Speaker: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. 

The program for the month of December will be as 
follows: 

December 2—Diagnosis of Intussusception 

December 9—Epilepsy Cures 

December 16—The Tuberculin Test 

December 23—Control of Communicable Diseases 

December 30—Attitudes toward Cancer 





THE AMERICAN COLLEGE OF PHYSICIANS 


The Sixteenth Annual Clinical Session of the Ameri- 
can College of Physicians will be held in San Francis- 
co, California, April 4 to 8, 1932. The headquarters in 
San Francisco will be the Palace Hotel, where the gen- 
eral scientific sessions, registration, and exhibits will 
be held. Clinics will be conducted in various hospitals 
and institutions in San Francisco and nearby com- 
munities. 

Dr. S. Marx White, Minneapolis, President of the 
College, has in charge the selection of speakers and 
subjects on the general program, while Dr. William J. 
Kerr, San Francisco, Professor of Medicine at the Uni- 
versity of California Medical School, is the General 
Chairman of the Session, and is responsible for all 
local arrangements, in addition to the arrangement of 
programs and demonstrations. Following the San 
Francisco Session a post-convention tour will be con- 
ducted through Yosemite Valley, Southern California 
(with two days in Los Angeles), and the Grand Can- 
yon of Arizona. 

The attention of the secretaries of various societies 
is called to the above dates, in the hope that their so- 
cieties will select non-conflicting dates for their 1932 
meetings. 





NATIONAL SOCIETY FOR PREVENTION OF 
BLINDNESS 


The annual meeting of the National Society for the 
Prevention of Blindness will be held on Thursday, No- 
vember 19, in the Russell Sage Foundation Building, 
130 East 22nd Street, New York City, it is announced 
by Lewis H. Carris, Managing Director. 

Dr. William Campbell Posey, of Philadelphia, Pa., 
a member of the Society’s Board of Directors, will 
speak on “The Evolution of the Cataract Operation.” 
Following this address a motion picture to demonstrate 
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the cataract operation will be presented by Dr. Frank 
C. Parker, of Norristown, Pa. 

Among other topics that will come up for discussion 
will be: Medical social service in eye hospitals and 
clinics, preventing eye troubles in babies, sight-sav- 
ing classes for children with defective vision, trachoma 
research, prevention of industrial eye injuries, etc. 
Members and friends of the Society are cordially in- 
vited to attend. 





MINNESOTA RADIOLOGICAL SOCIETY 


A joint meeting of the Minnesota Radiological So- 
ciety, the lowa X-ray Club and the Radiological Section 
of the Wisconsin State Medical Society was held at the 
Mayo Clinic, Rochester, Minnesota, October 17, 1931. 
The Societies were honored by the presence of Dr. 
Charles H. Mayo, who delievered an address of wel- 
come, and Dr. Lewis Gregory Cole of New York, who 
was the guest speaker. The following program was 
presented : 

1. Round table discussion of gastro-intestinal diseases. 

Conducted by Dr. Lewis Grecory Cote, New York. 

2. “Benign Tumors of the Stomach.” 

Dr. Leo G. RicLer, Minneapolis. 
Discussed by Drs. L. G. Corse, J. D. Camp, C. G. 
SUTHERLAND. Thecd 
. “Fractures about the Ankle Joint.” 
Dr. M. S. HENperson, Rochester. 
Discussed by Drs. W. H. Ube and G. T. Norpin. 

. “Results of Radiation Therapy in Carcinoma of the 

Skin.” 

Dr. L. G. ErtckseN and Dr. K. W. Stenstrom, 
Minneapolis. 

Discussed by Drs. GaGeE CLEMENT, 
MontcoMErRY and S. W. HarrincTon. 

. “Intrathoracic Tumors.” 

Dr. S. W. Harrincton, Rochester. 
Discussed by Drs. C. H. Mayo and L. G. Ric er. 
. “Tuberculosis in Children.” 
Dr. T. A. BurcHAM, Des Moines. 
Discussed by Drs. E. S. Hewitt, Arnotp ANDER- 
son, L. G. RIGLEr. 
. “Bone Changes in Hyperparathyroidism.” 
Dr. JoHn D. Camp, Rochester. 
Discussed by Drs. J. pEJ. PEMBERTON and R. M. 
WILDER. 

Following the banquet the principal address of the 
meeting, “Correlation of the Roentgenologic Appear- 
ance with the Pathologic Changes of Gastric Ulcer,” 
was delivered by Dr. Lewis Grecory Cote, New York. 

Leo G. Ricrer, M.D., Secretary, 
MINNESOTA RADIOLOGICAL SOCIETY. 


HAMILTON 





IOWA STATE MEDICAL SOCIETY 


An invitation has been extended through the Secre- 
tary of the Iowa State Medical Society, Dr. Robert 
L. Parker, to the members of the Minnesota State 
Medical Association to attend the annual meeting of 
the Iowa State Medical Society which is to be held at 
Sioux City on May 4, 5 and 6, 1932. 
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MINNESOTA SOCIETY OF INTERNAL 
MEDICINE 
At the semi-annual meeting of the Minnesota Society 
of Internal Medicine the following officers were elected: 
Henry L. Ulrich, president; H. Z. Giffin, vice president; 
Moses Barron, secretary-treasurer. The next meeting 
will be held at Duluth in June, 1932. 





SOUTHWESTERN MINNESOTA SOCIETY 

The Southwestern Minnesota Medical Society met at 
Slayton, Minnesota, October 6, 1931, for the semiannual 
meeting. Dr. W. G. Benjamin, Pipestone, Minn., and 
Dr. S. A. Slater, Worthington, Minn., lectured on their 
experiences in visiting medical clinics of Europe. 

The following officers were elected for the ensuing 
year: President, Dr. S. A. Slater; vice president, Dr. 
J. T. Rose; secretary-treasurer, Dr. E. G. McKeown. 

The following censors were re-elected for a period 
of three years: Dr. A. H. Brown, Pipestone County; 
Dr. C. O. Wright, Rock County; Dr. J. H. Dudley, 
Cottonwood County. 

E. G. McKeown, M.D. 
Secretary. 





STEELE COUNTY SOCIETY 
At the annual meeting of the Steele County Medical 
Society held October 13, 1931, the following officers were 
elected for the ensuing year: President, J. A. McIn- 
tyre, Owatonna; vice president, E. W. Senn, Owaton- 
na; secretary-treasurer, D. H. Dewey, Owatonna; cen- 


sor for three years, J. F. Smersh, Owatonna; delegate 
to state meeting, A. B. Stewart, Owatonna; alternate, 
E. J. Nelson, Owatonna. 

These officers will assume office at once. 





WEST CENTRAL AND KANDIYOHI-SWIFT 
SOCIETIES 

The West Central and Kandiyohi-Swift County 
Medical Societies held a joint meeting at Morris, Min- 
nesota, October 14, 1931. A banquet was served at the 
La Grande Hotel. After dinner Dr. Emil Geist of 
Minneapolis gave a very interesting moving picture 
lecture on “The Treatment of Fractures.” 

Officers elected for the following year are: Dr. N. F. 
Doleman, Tintah, President; Dr. B. Karn, Ortonville, 
Vice President; Dr. A. L. Lindberg, Wheaton, Secre- 
tary-treasurer. 


A. L. Lrnpperc, M.D., Secretary. 





WASHINGTON COUNTY SOCIETY 

The monthly meeting of the Washington County 
Medical Society held October 13, 1931, was well at- 
tended. The outstanding features of the program were 
lectures by the guest speakers, John C. McKinley, M.D., 
Professor of Nervous and Mental Diseases at the Uni- 
versity of Minnesota, and Wallace Cole, M.D., Saint 
Paul. The subject was “Infantile Paralysis.” Dr. Mc- 
Kinley covered the medical aspect of this disease, its 
probable cause, early recognition and attempts at pre- 
vention and treatment. Dr. Cole took up the preven- 
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tion and treatment of deformities, illustrating with lan- 
tern slides. 
The evening was most profitable and enjoyable. 
E. SypNey Boteyn, M.D., Secretary. 





THE MISSISSIPPI VALLEY CONFERENCE ON 
TUBERCULOSIS 

The joint annual meeting of the Mississippi Valley 
Conference on Tuberculosis and the Mississippi Valley 
Sanatorium Association which met this year in Saint 
Paul in September, showed a registration of some five 
hundred individuals from twelve Mississippi states. 
The large proportion of those in attendance from out- 
side the medical profession indicates the widening 
social aspect of the anti-tuberculosis activities of today. 
Social service, city and county problems, out-patient 
clinics—all had their share in the program. 








WOMEN’S AUXILIARY 
Minnesota State Medical Association 








President—Mrs. James Blake, Hopkins’ 
Chairman Press and Publicity—Mrs. Glen R. Matchan, 
Minneapolis ; 
Editor—Mrs. Horatio B. Sweetser, Jr., Minneapolis 


MINNESOTA STATE AUXILIARY 

Wednesday morning, October 28, the executive board 
of the Minnesota State Medical Society met with the 
president, Mrs. James Blake. After the business ses- 
sion, Dr. C. B. Wright gave an interesting talk on “The 
Conduct of the Veterans’ Bureau as It Pertains to 
Hospitalization and Medical Care.” Following the 
meeting a luncheon was served with Mrs. McGlothlan, 
national president, as guest of honor. 





HENNEPIN COUNTY AUXILIARY 


The Woman’s Auxiliary to the Hennepin County 
Medical Society gave a reciprocity tea, October 28. The 
presidents and members of the county societies 
throughout the state had been invited and about 
seventy-five attended. Mrs. Arthur McGlothlan of St. 
Joseph, Missouri, national president of the Women’s 
Auxiliary to the American Medical Association, was 
guest of honor. She gave a brief address sketching the 
work and ideals of the national group. 





RAMSEY COUNTY AUXILIARY 

The executive board of the Ramsey County Auxiliary 
entertained at a luncheon, Thursday, October 29, in 
honor of Mrs. McGlothlan, national president. Other 
guests were Mrs. James Blake, state president, Mrs. 
Martin Nordland, president of Hennepin County Aux- 
iliary, and Mrs. Hugh Tunstead, president-elect of 
Hennepin County. The same evening Mrs. Hessel- 
grave, past state president, entertained at a dinner in 
honor of Mrs. McGlothlan. The guests included the 
executive board of the Ramsey County Medical Auxil- 
iary and the past presidents of the State Auxiliary and 
Mrs. James Blake, state president. 
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PROCEEDINGS OF THE MINNE- 
SOTA ACADEMY OF MEDICINE 


Meeting of October 14, 1931 


The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town and 
Country Club on Wednesday evening, October 14, 1931. 
After the dinner at 7 p. m., the meeting was called to 
order at 8:15 p. m. by the President, Dr. J. S. Gilfillan. 

There were 45 members and 2 visitors present. 

Minutes of the May meeting were read and ap- 
proved. 

Dr. Moses Barron, who was announced to read his 
Thesis at this meeting, was unable to be present. So 
arrangements had been made to have 

Dr. Max HorrMan, St. Paul, read his Thesis en- 
titled “Observations in the Diagnosis of Gallbladder 
Disease.” 


DISCUSSION 


Dr. ARNOLD ScHwyzer, St. Paul: I think it would 
be healthful for most surgeons if their material were 
gone through by somebody else in an impartial way 
without the surgeon trying to “have a finger in the 
pie.” From what date to what date were those cases 
taken? 

Dr. HorrMAN: From 1926 to 1930. 

Dr. ScHwyzerR: How many deaths? 

Dr. HorrMAN: One. This patient died two weeks 
after the operation from pneumonia. 

Dr. ScHwyzeR: One point is that the diagnosis can- 
not always be made absolutely even with the Graham- 
Cole test; there will aways be a few cases where we 
don’t know whether we do the right thing in taking out 
the gallbladder or leaving it in. We also will have a 
few cases that will not turn out right. In the X-ray 
examination, I know we sometimes differed; Dr. Hoff- 
man had his ideas about the case, and I had mine, but 
I must admit his percentage of correct diagnoses was 
larger than mine. 

He mentioned among the symptoms—and I think that 
is one of the most important for the surgeon to go by— 
that if the pain is in the first part of the night the pa- 
tient may have duodenal ulcer, but if the pain comes 
after 2 o’clock in the morning it is practically always 
a gallbladder case. About 20 years ago Rutherford 
Morrison of England made this statement, and I do 
not think it ever failed me. 

Dr. A. T. Mann, Minneapolis: This has been a very 
well worked out paper and well given; it deserves 
more discussion. In my experience a great many of 
these cases do have stomach symptoms which are often 
mistaken for ulcer of the stomach or duodenum and 
some other things, and I have been very much interested 
in trying to unweave some of the charactefistics of 
these symptoms. It seems to me that with the ulcer 
symptoms the symptoms are apt to be worse in the 
spring and fall, and when similar symptoms come 
from the gallbladder it is not at those times but they 
are more apt to come in the winter and summer. So 
the point of incidence is different. 
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Then when we come to the foods which make the 
symptoms worse, for ulcer we have a whole list of 
things which are well-known—sugars, acids and fatty 
foods. It seems to me that usually when you have an 
ulcer and there is a type of food which makes it worse 
there is a whole list of the same type of foods that make 
it worse; but if it is the gallbladder there may be only 
one, perhaps two, which make it worse, but not the 
whole list. I have had cases where it was apple sauce 
which made the symptoms worse, and the patient could 
eat other things all right; or in other cases it may be 
something else. Usually if you go into these histories 
carefully, you can find there are one or two foods 
which tend to upset the patient and make him worse, 
whereas if the condition were ulcer you could expect 
a long list of that class of foods to make it worse. 

There was a large incidence of stones in these cases. 
I believe there are a good many without stones that 
have so much disease in the gallbladder that they have 
very definite symptoms and they get relief after opera- 
tion. Now, how are we going to get at those cases? 
You do not see stones in the X-ray; you may see 
change of function with the dye tests, and you will have 
as a rule the digestive disturbances. But, as a rule, if 
the case approaches a situation where surgical removal 
should be done, we have usually a pretty definite point 
of tenderness in the gallbladder region just as we do 
in the appendix region in appendicitis. 

In my own mind, I formulate it something like this: 
If we have symptoms that might be reflex symptoms 
from the stomach and we have a patient who has dis- 
ability from that so that he cannot do his work and, 
in addition to that, we do get the tenderness over the 
gallbladder, those cases I think are surgical. 

Dr. C. B. Wricut, Minneapolis: I would like to ex- 
press my appreciation of this paper. The careful analy- 
sis of so large a series of cases operated on by a 
surgeon whose conservatism is proven by the large 
number of cases which showed advanced pathology, is 
of real clinical value. 

In regard to the question of gastric acidity in gall- 
bladder disease raised by Dr. Hoffman, it is true that 
there are different opinions expressed in the literature. 
I believe, however, it is fairly generally conceded that in 
old gallbladder cases showing advanced pathology the 
acids are lower and frequently absent. 

Old gallbladder cases constituted quite a large per- 
centage of some 175 cases showing no free HCI in the 
stomach with the fractional meal, a third of the cases 
failing to respond to histamine. I believe there is some 
connection between functionless gallbladders and achlor- 
hydria. I have observed cases in which acid was present 
before the removal of the gallbladder and disappeared 
afterwards. This is not an unusual finding. 


Gagschat showed experimentally on dogs that re- 
moval of the gallbladder produced entire absence of 
gastric acidity which persisted at least one year. 

One must remember the fact, however, that ap- 
proximately 30 per cent of people over 60 will show ab- 
sence of free HCl with the ordinary test meal and in 
gallbladder disease we are dealing with a fairly old 
group as a rule. 





1074 


Dr. Hoffman also speaks of one case with right 
lower quadrant pain. I would like to know how he ex- 
plains a pain in this region due to the gallbladder. 

Dr. A. W. Ine, St. Paul: I would like to ask Dr. 
Hoffman whether or not any symptoms were observed 
from the use of this dye? It has seemed to us that 
it is better to delay operation in these cases until there 
is time for the dye to be eliminated. We have ob- 
served that cases operated upon soon after the dye 
was given had a rather stormy time for a while after 
the operation. 

Dr. A. A. ZreROLD, Minneapolis: I wish te con- 
gratulate Dr. Hoffman on his paper. Whenever the 
subject of gallbladder diagnosis and treatment is 
offered, internists and surgeons alike feel free to dis- 
cuss it at length; possibly because there is so little 
exact knowledge available. From Dr. Hoffman’s paper 
it seems that a question may be raised as to the identity 
of gallbladder disease. We may identify as suffering 
from gallbladder disease (1) that patient experiencing 
qualitative food distress, abdominal discomfort, belch- 
ing, etc.; (2) that patient whose gallbladder fails to 
conform to the limits of the Graham-Cole test; (3) 
that patient whose gallbladder on microscopic examina- 
tion is abnormal. As these findings are not commonly 
present in all cases it would seem reasonable that diag- 
nosis be limited and directed to but one of the three 
groups. Dr. Wright has mentioned a point which has 
been of particular interest to me because of some ob- 
servations which we have been making at the Min- 
neapolis General Hospital. It has been noted for some 
time that abnormal gallbladders, particularly those with 
obstruction of the cystic duct, are frequently ac- 
companied by functional achlorhydria. For the past 
year or more we have been doing routine fractional de- 
terminations of the stomach content on all gallbladder 
cases coming to operation. We have found, as was 
to be expected, that the majority of these cases showed 
free hydrochloric acid only upon the exhibition of his- 
tamine. Following operation, further study of the 
gastric content was made at stated intervals, and with 
few exceptions the functional achlorhydria disappeared 
with removal of the gallbladder. If, on further ob- 
servation, these findings proved constant, it would ap- 
pear reasonable to believe that some of the symptoms 
attributed to gallbladder disease per se are really dis- 
turbances of secretion and, consequently, motility of 
the stomach. It might also be reasonable to assume 
that routine examination of the stomach content might 
aid in determining the prognosis of gallbladder opera- 
tions. 


Dr. H. B. Sweerser, Minneapolis: In connection 
with’ the complications which occur in gallbladder dis- 
ease, I would like to mention a case which recently 
came under my care: 


Nearly a year ago I was called by a physician about 
midnight to see a patient, who had been, earlier in the 
evening, suddenly stricken with extreme pain in the 
epigastrium and was in shock. At operation was found 
an acutely inflamed gallbladder full of stones, but also 
an enlarged and hard nodular pancreas, together with 
many areas of fat necrosis in the large omentum. We 
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removed the gallbladder, and the patient recovered and 
left the hospital, but did not do well and continued to 
complain. About two months ago the patient again 
came under observation and now, on examination, pre- 
sented a large tumor mass in the epigastrium, which at 
operation proved to be a cyst of the pancreas. Because 
of the relationship of pancreatitis to inflammation of 
the gallbladder and its dependence thereon, I have won- 
dered if, at our first operation, had we drained the 
gallbladder instead of removing it, the pancreatitis 
might have subsided without such cyst formation. 

Dr. A. Scuwyzer, St. Paul: That lumpy condition of 
the pancreas we find quite frequently in cholecystitis 
and I think it usually disappears with a cholecystec- 
tomy. I think it is secondary to the infection from 
the gallbladder. I remember one case that had a regu- 
lar pyramid formed by the swelling of the pancreas. 
That was many years ago when we did not take out 
the gallbladder as a routine in these cases. In that case 
we took out the stones and drained the gallbladder and 
the patient was quite well for probably nine months, 
then began getting worse again. There were no stones 
this time, and yet this great swelling in the head of the 
pancreas had formed again. I figured that the patient 
had a persistent cholecystitis, and so took out the stone- 
less gallbladder, and the patient has remained well 
since. That swelling in the head of the pancreas we 
could feel through the flabby abdominal walls. I think 
Dr. Sweetser did the right thing in his case. 


Dr. A. E. BENJAMIN, Minneapolis: There are other 
diseases or complications that present symptoms similar 
to gallbladder trouble. I have seen individuals with pro- 
lapse of the stomach and colon which gave symptoms 
that resembled gallstones and were so diagnosed, but 
when they came to the hospital for investigation it was 
found that a kink existed in the hepatic flexure of the 
colon. Colitis and pericolitis associated with gallblad- 
der disease may modify the symptoms considerably. 


Dr. HorrMan, in closing: I want to take this op- 
portunity to thank the members of the Academy for 
the privilege of presenting this paper, and especially the 
members who were kind enough to discuss it. 

In answer to Dr. Wright’s question, I don’t know 
just why the pains occur in the right lower abdomen. 
We know there is a frequent association between gall- 
bladder disease and appendicitis, and some of our pa- 
tients had that combination, but just what the percent- 
age is I do not know. We very frequently see in the 
cholecystogram that the gallbladder is very low in the 
pelvis. The difference of opinion regarding stomach 
acidity in gallbladder cases shown in a number of re- 
ports, some indicating hyperchlorhydria and some an 
achlorhydria; but many of the reports indicate that 
there is no change or decrease in the acid. I was glad 
to hear the statement that after the removal of the 
gallbladder there was a diminution of the free acid 
because that might account for our three patients who 
had diarrhea. 

Dr. Ide asked about the reaction from the dye. When 
we first started making the cholecystograms we used 
the dye in capsules and we had quite a lot of trouble; 
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the patient would call us up in the night and tell us he 
was having a great deal of nausea and vomiting. But 
since we have been using the emulsion and grape juice 
we have had very little trouble. Occasionally there is 
diarrhea with nausea and vomiting, but none of the pa- 
tients get very sick. I don’t know what effect it would 
have on the patients to operate on them soon after tak- 
ing the dye; usually they are operated on quite a 
while after taking the emulsion. 


Dr. Martin Norpianpn, Minneapolis, read a paper on 
“The Relief of Pain in Advanced Tuberculosis of the 
Larynx by Means of Surgery.” This was illustrated 
with lantern slides. 


ABSTRACT 


The relief of pain in far-advanced tuberculosis of 
the larynx is important because, as a result of pain, 
there is a diminished intake of food and rapid failing 
of the patient. The author has had the opportunity of 
bisecting the superior laryngeal nerve five times for this 
purpose. 

Applications of various remedies to the ulcerated sur- 
faces have never been satisfactory. 

Injections of alcohol into the superior laryngeal 
nerve, for the relief of pain, has many disadvantages. 
Among these are: the varied experience of the op- 
erators; the relief of pain is only transient, varying 
from a few hours to six weeks; repetition is difficult 
on account of connective tissue formation; the pain 
of recurrence is often more severe than the original 
pain; and because there is occasional paralysis of the 
tongue due to the extension of the alcohol to the hypo- 
glossal nerve. 

Bisection of the internal branch of the superior 
laryngeal nerve is recommended as the surest method 
of relieving dysphagia, because it is simple, without 
technical difficulties, has no contraindications and be- 
cause it partially immobilizes the vocal cords as well 
as relieves the pain. 

The anatomy to be considered is the same as that for 
ligature of, the superior thyroid artery, because the su- 
perior laryngeal nerve is so closely related to this 
artery. 

The operation is done after using a few cubic centi- 
meters of two per cent novocain, after the patient has 
been put in the same position as for thyroidectomy. 

After the operation all painful sensation upon swal- 
lowing food disappears immediately. When pain per- 
sists after the resection of the superior laryngeal nerve, 
it can be assumed that the ulceration is not confined to 
the larynx. 

The operation has a definite symptomatic value and 
may have a curative possibility. 

The operation is suitable for other painful inflamma- 
tory processes in the larynx. 


DISCUSSIONS 


Dr. F. L. Jennincs, Oak Terrace (by invitation) : 
Tuberculosis of the larynx is a secondary condition and 
usually occurs with advanced tuberculosis of the lungs. 
The marked soreness and painful swallowing that Dr. 
Nordland has spoken of is the result usually of ex- 
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tensive disease in the larynx. I have here two models 
which show extensive tuberculosis of the larynx and 
it is in lesions similar to these that patients suffer so 
much. 

I was familiar with the previous work of Dr. Nord- 
land in which he had shown that there were motor 
fibres in the superior laryngeal nerve and therefore 
watched two of the cases on which he had sectioned 
these nerves to see if there were any changes in the 
movements of the larynx, but the destruction in both 
of these cases was so great that I was not able to see 
any difference. However, we have known for a long 
time that the superior laryngeal nerve is largely a sen- 
sory nerve and the pain and discomfort which our pa- 
tients with extensive lesions of the larynx suffer is in- 
tense. Anything which will relieve the painful degluti- 
tion which these patients encounter is a justifiable 
procedure. 

I have tried alcohol injection of the superior laryn- 
geal nerve by every technic which I have been able to 
get hold of, but my results have been uniformly unsuc- 
cessful, which is quite in contrast with the results 
which Dr. Nordland has obtained by sectioning the 
nerve. The operation is a simple one. The incision is 
small and heals quickly. It is our practice to remove 
the skin clips 36 to 48 hours after operation and bridge 
the incision with sterile adhesive. All of these opera- 
tions were on advanced, moribund cases of tuberculo- 
sis, nevertheless the wounds healed by primary in- 
tention. 

Dr. A. ScHwyzer, St. Paul: This operation is ex- 
ceedingly well conceived, and it surely is a great boon 
for our cases. I am only sorry that I did not think of 
this myself years ago. If one has seen how much 
these patients suffer and how they are afraid to eat, 
then to have this relief and the improvement in nu- 
trition which would follow, one cannot help feeling that 
this is the best thing for such cases. I have at one time 
used alcohol injection, but the result was transitory. In 
one case I removed the larynx. You have to be sure 
that you haven’t much involvement in the lung. In 
the case in which I removed the larynx, it was too 
much for the patient, for he gradually went down 
anyway afterwards. As to the technic the doctor uses 
in his cases, I wondered, when I saw how he proceeds, 
whether one could not make a median incision between 
the hyoid bone and thyroid cartilage; one would sim- 
ply have to go through the sternohyoid muscle and 
then, by going along the thyrohyoid ligament on both 
sides, you could get the nerve with great ease as it is 
the only strand entering this ligament. 

Dr. E. K. Geer, St. Paul: I think this procedure has 
a very definite place in the treatment of ulcerative 
laryngeal tuberculosis, although a small one. I have 
used it once (Dr. Colvin doing the operation) on one 
side on a patient in whom I had been successful with 
alcohol injection on the other side. Of course, we 
should not use resection of the superior laryngeal nerve 
at first because in the majority of cases we can get 
enough relief by vocal rest, light treatment and appli- 
cations of local anesthetics such as anesthesin in mild 
cases and cocaine in severe ones. 
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Dr. NorDLAND, in closing: There is just one thing I 
neglected to mention. This procedure can be used for 
other things than tuberculosis. It is particularly valu- 
able in relieving the pain from other inflammatory 
processes, and in carcinoma which invades the larynx. 


Dr. ARNOLD SCHWYZER reported a case of ligation for 
aneurysm of the innominate artery upon which he had 
operated 22 years ago, and just recently learned that 
the patient is still living and well. 


The meeting adjourned. 
R. T. LaVaxke, M.D. 
Secretary. 





PROCEEDINGS OF THE MINNE- 
APOLIS SURGICAL SOCIETY 


Meeting of October 1, 1931 


The regular monthly meeting of the Minneapolis 
Surgical Society was held in the Lounge on the 20th 
floor of the Medical Arts Building on Thursday eve- 
ning, October 1, 1931. 

The meeting was called to order at 8 p. m. by the 
President, Dr. J. Frank Corbett. There were 26 mem- 
bers and 7 visitors present. 

Minutes of the May meeting were read by the Secre- 
tary and approved as read. 

After a short business meeting, the following scien- 
tific program was presented. 

Dr. WittiAM A. HANSEN gave a talk, illustrated with 
slides, on “The Anatomy of the Breast with Special 
Reference to the Lymphatics.” 

Dr. O. J. CAMPBELL read, his Inaugural Thesis en- 
titled “End Results of Eighty Carcinomas of the 
Breast Treated by Radical Operation, with or with- 
out X-ray.” (To be published in full in a later number.) 

ABSTRACT 

The paper consists of an analysis of the nature of 
the material and the end-results obtained in all carci- 
nomas of the breast treated at the University Hospital 
between the years 1916 and 1928, by radical operation 
with and without postoperative X-ray therapy. 

Out of eighty such cases, there were two males, an 
incidence of 2.5 per cent as compared to 1 per cent re- 
ported by Judd and 1.2 per cent by Pack and Pfahler. 

Che age incidence is given by table and the maximum 
found to be in the fifth decade, corresponding to the 
findings of others. None was under thirty-five or over 
seventy-five. The incidence of cancer in the young is 
discussed briefly. 

There was an incidence of 7.7 per cent single, 28.2 per 
cent widowed, and 64.1 per cent married women. In 
seven there was an indefinite history, and in two a defi- 
nite history of trauma. Previous breast lesions include 
four cases of chronic mastitis, two of breast abscess 
and one each of galactocele, “caking,” and benign 
tumor. 

The initial symptom was, in 57.5 per cent, the discov- 
ery of a lump, and in 25 per cent, pain. Other symp- 
toms are listed in order of frequency. 
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A definite preponderance of cancers was noted in the 
left breast. A table is given for comparison with 
other reports. The percentage of lesions occurring in 
the various portions of the breast is given and com- 
pared to the findings of others. 

The element of delay is discussed in some detail. 
The mean alleged duration of symptoms for all cases 
was 19.3 months. When cases of over three years’ du- 
ration were eliminated, the average dropped to 9.9 
months. The average delay occurring between the 
first consultation with a physician and the beginning of 
treatment was 4.8 months. In the eleven cases in which 
poor advice was given the average delay was 12.6 
months. 

An operative mortality of 3.75 per cent was an- 
alyzed and compared to other reports. Of the seventy- 
seven cases surviving operation, seven have been listed. 
Follow-up information on seventy cases was available. 
Because of the method used in tracing patients it was 
thought safe to consider the lost cases as showing at 
least as favorable results as the traced cases. The re- 
sults are therefore analyzed in detail on the basis of 
the traced cases only, but the totals are also given in 
relation to the whole material traced or untraced. 

Cases were grouped as follows: 

Group I. Local tumor without skin or fascial at- 
tachments; no glandular involvement on pathological 
examination. 

Group II. Local tumor without skin or fascial at- 
tachments; glands involved. 

Group III. Skin and fascial attachments; glands in- 
volved. 

Group IV. Supraclavicular or remote metastases. 

There were 23 per cent in the first group, 37 per cent 
in the second, 33 per cent in the third, and 7 per cent 
in the fourth. 

The results are tabulated as three-year, five-year and 
ten-year survivals for each group. 

Based on available cases only, there were 48.6 per 
cent three-year, 38.8 per cent five-year, and 24 per cent 
ten-year survivals. 

Based upon total material there were 44.2 per cent 
three-year, 34.5 per cent five-year, and 22.2 per cent 
ten-year survivals. 

The relationships between delay and results, and be- 
tween location in the breast and results, are shown by 
table. 

Fifty-nine of the seventy cases were graded accord- 
ing to Broders’ classification. A comparison between 
grade and end-results is shown. 

Comparison of results between the present series 
and other reported series are rendered in tabular 
form. 


Dr. W. A. O’Brien, Pathologist at the University 
Hospitals, had been invited to give a paper on “The 
Pathology of Carcinoma of the Breast.” 

Dr. K. W. Stenstrom, of the department of Radiol- 
ogy at the University Hospitals, had been invited to 
give a paper on “Radiation Therapy in Carcinoma of 
the Breast.” 
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DISCUSSION (on four papers) 


Dr. A. T. MANN stated he had been greatly inter- 
ested in some of these questions in regard to cancer 
of the breast. One point is the pre-operative use of 
X-ray, and he recalled a patient sent him from New 
York who had been operated on by one of the best 
men in New York City, whose statement was that he 
thought they were getting better results if they did not 
use pre-operative X-ray. In studying the question a 
little, Dr. Mann thought possibly the idea is this. As 
he understood it, X-ray and radium have effects which 
vary according to the depth of penetration; that is, if 
one put an X-ray dose onto a tumor and took it away 
too soon its first effect would be to stimulate that tu- 
mor. Then if it was applied more, the effects would 
be deeper. The effect at the tumor itself would be a 
destructive dose, but deeper in the tissues it would be 
an irritative dose. If secondaries are present it is pos- 
sible that they may be receiving an irritative dose and 
be stimulated rather than killed; whereas, if there are 
no secondaries then pre-operative treatment with X-ray 
might be of value. Dr. Mann said he did not know 


whether that is really the case, but it seemed that there 
are several series of statistics which show that the re- 
sults where the secondary nodes were present are bet- 
ter when the pre-operative treatments are not given. 


Dr. Mann called attention to another interesting 
point and that was the suggestion by Bower and Clark 
of Philadelphia of taking an impression of the breast, 
similar to taking finger prints, pre-operatively, of 
course. Dr. Mann felt that if we could get any infor- 
mation before operating, that the growth is or is not 
malignant, we have gone a long ways. These men sug- 
gested making a print of the breast, which they did in 
a large series of cases, and in studying them they were 
surprised to find things on the print which they had 
not seen with the eye. Most of the skin is different 
when the tumor is older and they felt that there might 
be and was something of help in this procedure. Their 
observation was that in the cases in which there was 
carcinoma they very often detected that the ridges and 
sulci, the pores, and the arrangement of the skin were 
changed, but that where the case was benign those 
changes were absent. Dr. Mann stated that he merely 
gave this for what it is worth. He did not know much 
about it, but it would be good for teaching purposes, 
and one could file these prints away and have them 
on record. 


Dr. Mann said he was rather disappointed that the 
clinical index of malignancy did not seem to work out 
so very well, for on the face of it it is very attractive. 
Dr. Lee makes the factors which he knows the weigh- 
ing factors and gives them the following values: Age: 
2; lactation, 3; rate of growth, 4; extent of growth, 
5; and then modifies that by certain multiples: 


The age, if over 55, he put down as 1, te, 1 K2=2. 
If between 40 and 55 he put it down as 2, t.e.,2 XK 2=4. 
If under 39 or 40 he put it down as 5, i.e, 5X2=10. 
Lactation, if not present, would be 0. 

Lactation, if present, he put down as 3, i.e, 3 X3=9. 
The rate of growth, if slow, moderate, or rapid, he 
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would put down at 1, 2 and 4, ie, 4X1, 4X 2, or 

4X4. 

The extent, if below 3 cm. (1 to 0.2 inches) would be 
first; if over that it would be the second, and if 
nodes are present, the third. The modifying factors 
would be 1, 2 and 4. 

And he could get right down in figures a very good 
scale, making his first ones of slight malignancies up 
to 25 points. The lowest possible points equal 11, and 
the highest 55. He took up to 25 for his A series, 
and from 26 to 39 his B series, and from that on up 
for his C series and tested these out with studies on his 
old cases. The article Dr. Mann mentioned was the 
result of a study of 100 cases. His A series had about 
sixty-eight or sixty-nine patients living at the end of 
five years, the B series thirty-four, and the C series 
only one patient. 

Dr. H. B. Sweetser stated that first of all he wished 
to congratulate the program committee and the es- 
sayists for a most interesting meeting. 

As regards diagnosis of cancer of the breast, he felt 
sure that one, after having seen and operated on a 
number of cases, can make a correct diagnosis in al- 
most every case clinically by palpation, and after op- 
eration by gross section without microscopic verifi- 
cation, although this, of course, should be done. 

Concerning grading as to the degree of malignancy, 
he was sure that this information should not influence 
one as to the character or extent of the operation. If 
the case is cancer, irrespective of type, it should have 
as extensive and radical an operation as possible; if 
extension has not gone beyond the reach of surgery, 
either permanent cure or a great prolongation of life 
will result. Because some surgeons try for a good cos- 
metic result, they are liable to remove too little skin 
and fascia and so have recurrences which might be 
avoided. When operating, one should forget entirely 
cosmetics, and if unable to approximate the skin 
edges, even after extensive undermining, should allow 
healing by granulation and subsequent grafting. From 
the standpoint of scientific surgery grading of every 
cancer is very essential, but from the standpoint of 
results in the prolongation of life, the type of opera- 
tion is most important. 

Dr. A. A. ZreRoLD stated that both Dr. Campbell and 
Dr. O’Brien mentioned a point which they had in com- 
mon and which Dr. Sweetser also mentioned in his dis- 
cussion, namely, the grading of these cancers. Appar- 
ently from the first work done, particularly on cancer 
of the lip, this proved to be a rather accurate method. 
From Dr. Campbell’s analysis, which has been a very 
careful analysis even though the series is short, and 
from what Dr. O’Brien has shown, Dr. Zierold felt 
that the question might be raised as to whether they 
were not merely reclassifying cancer on its morphology 
rather than on its behavior. 


In employing the phrase “grade of malignancy” the 
implication is that the clinical behavior of the tumor is 
identified according to variations in cell structure. If 
the method be sound, it would appear reasonable that 
the behavior of a tumor of a certain grade should be 
uniform irrespective of the type of treatment employed. 





1078 


Thus, if Grade IV, which by classification is very 
active, is radio-sensitive and disappears under this form 
of therapy but is resistant to surgery, the system of 
grading fails as a basis of prognosis and again be- 
comes another system of classification. 

Dr. CAMPBELL, in response to Dr. Mann’s expression 
of disappointment over the prognostic value of Lee’s 
clinical index, stated that he did not wish to create the 
impression that the clinical index was not accurate. 
He felt that, unless the patient was lactating or was 
very young, the prognosis was equally well reflected in 
the presence or absence of axillary metastases. Group 
I cases corresponded to Lee’s least malignant group 
while Groups II, III, and IV corresponded to Lee’s 
group of average malignancy. He said it is almost 
impossible to get into the most malignant group unless 
metastases have occurred and unless the patient is 
either very young or lactating. None of the cases in 
Dr. Campbell’s series fell in this most malignant group. 

Dr. Campbell stated that while in the hands of cer- 
tain individuals the grade of malignancy of breast can- 
cers may closely correspond with the ultimate results, 
in his series the grade of malignancy as determined by 
Dr. Randall attempting to use Broders’ methods and 
criteria did not in the least agree with the clinical out- 
come and was valueless as an index to prognosis. 

Dr. R. C. Wess asked how many different surgeons 
operated on these patients. 

Dr. CAMPBELL stated that there had been several but 
that the operation was standard and varied only as to 
the type of incision used. 

Dr. J. F. Cornett asked what a “radical operation” is 
and 

Dr. CAMPBELL replied that such an operation con- 
sisted in the removal of fat and lymph glands of the 
axilla, pectoralis major and minor muscles, breast, a 
generous portion of fascia and the upper part of the 
anterior rectus sheath. No attempt is made to remove 
supraclavicular nodes. The operation starts in the 
axilla and finishes at the rectus sheath, all tissues being 
removed in one block. 

Dr. Campbell added that, while he did not mention 
the point in his paper, it might be well to recall a teach- 
ing of Dr. Bevan that the cancer should occupy the 
center of the block of tissue removed. A great many 
surgeons will remove the breast without regard to the 
position of the tumor. If there is anything to the 
theory that cancer extends by lymphatic permeation, 
the surgeon is likely to cut through involved lymphatics 
unless he uses the cancer as the center of the block. 
The closer a cancer is to the periphery of the breast 
the greater will be the amount of skin which must be 
removed. 

Dr. K. W. StTenstromM stated that the question of 
stimulation from radiation is an old one and has been 
threshed out a number of times at various meetings. 
A number of years ago it was assumed to stimulate the 
growth and experiments were carried out on a small 
scale and these seemed to agree with that assumption. 
Then those experiments were continued on a larger 
scale and no stimulation was obtained. Dr. Stenstrom 
said, so far as he knew, there has been no actual stimu- 
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lation of tumor growth in patients. Of course one can- 
not deny the possibility of it, but it seemed to him that 
if it were present we should see poorer results than 
we do from the use of radiation. When they have a 
far advanced case they always give some of the metas- 
tasis a small dose and still those patients live a little 
longer, according to statistics, than do those untreated. 
Dr. Stenstrom said he wished to call attention to 
another theory which was just the opposite, and that is 
that if one treated one part of the tumor a defense 
was set up against the rest of the tumor. Some experi- 
ments were done by Caspari, Opitz and others in which 
the whole mouse was irradiated except the tumor area 
and they noticed in some of the experiments that the 
tumor decreased, but Dr. Stenstrom felt there was very 
little to that theory with respect to the tumor in 
humans. He felt that now the majority of radiologists 
feel that there is no direct stimulation to the growth, 
and the so-called stimulation obtained in certain dis- 
eases might be some kind of indirect stimulation. 


The President closed the meeting by extending the 
thanks of the members of the Society to the visiting 
essayists who contributed to the program. 

The meeting adjourned. 


H. O. McPueeters, M.D., Secretary. 





MINNESOTA PHYSICIANS—ATTENTION 


This is to request respectfully that patients be not 
sent to the University Hospital unless the hospital has 
been called by you, and the hospital has agreed to ac- 
cept the patient. Lately, some of the doctors have been 
sending patients without such notice. This, of course, 
is unfair to patients. The hospital is crowded, and is 
unable to accept patients unless we know they are 
coming. 

In fairness to the patient, we request that you com- 
ply with our wishes in this matter. 


Paut H. Fester, Superintendent. 





PERNOCTON NOT ACCEPTABLE FOR N.N.R. 


Pernocton, stated to be a 10 per cent solution of the 
sodium salt of the secondary butyl-beta-bromallyl bar- 
bituric acid, was submitted to the Council on Pharmacy 
and Chemistry by Riedel-de Haen, Inc. The product is 
proposed for intravenous injection for production of 
“Pernocton sleep.” Since the name is therapeutically 
suggestive, the firm proposed to replace it with “Per- 
noston” and requested consideration .of the product 
under the latter name; however, advertising as late as 
May, 1931, still bears the name Pernocton. The Coun- 
cil on Pharmacy and Chemistry declared the name 
Pernocton therapeutically suggestive and held the prod- 
uct, whether marketed as Pernocton or Pernoston, un- 
acceptable for New and Non-official Remedies for lack 
of critical evidence that routine intravenous injection 
of potent narcotics is desirable or safe. (Jour. A. M. 
A., October 3, 1931, p. 1001.) 
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1. Question—I have an old man with osteomyelitis 


of the clavicle near the shoulder joint. It has 
persisted for about two years, with a small 
amount of discharge and an occasional passage 
of a few spicules of bone. I would like to try 
the maggot treatment on him and wish to know 
where I may obtain the eggs. 


Answer.—Maggot eggs may be obtained from Led- 
erle Laboratories (New York) in bottles of 
1,000 each. As it takes approximately eight or 
nine bottles for a course of treatment, the cost 
is about sixty dollars for the series. The eggs 
are implanted in the wound, the entire content 
of one bottle being used for a treatment, It is 
necessary to renew them at about five day in- 
tervals, before the pupa stage is reached. The 
treatment is harmless and frequently successful. 
The usual treatment of osteomyelitis of this type 
is subperiosteal resection of the diseased area. 
It is usually successful and is recommended. 
The maggot treatment was described in detail 
in the July issue of the Journal of Bone and 
Joint Surgery, this year. 


2. Question—What do you consider the best method 


for immunization against scarlet fever? Give 
the results and possible period of immunity. 
Answer.—Obtain scarlet fever toxin prophylactic 
(Dick) from Squibb. Give five doses in all at 
weekly intervals. The child may then be tested 
with Dick toxin for skin reactions. Interest 
seems to be waning in this procedure at the 
present time as it is impossible to predict in an 
individual case the end-result. Some children 
have been immunized apparently with success, 
while others have contracted the disease in spite 
of the injections. Apparently favorable results 
are obtained when large series are studied. By 
comparing the immunized and non-immunized 
children some protection seems to have been af- 
forded the former group. In an individual case 
the parents may be told of these possibilities, 
and if they still desire the injections they can be 
given. 


3. Question—We have been having trouble with dry 


sterilization of our rubber gloves. What method 
do you use? 

Answer—The gloves should be dried and pow- 
dered. Folding the cuff back is optional. They 
are then wrapped loosely in cloth and the edges 
held together by paper clips. Caution should be 
observed in not clipping the gloves to the cloth. 
They are then placed in an autoclave and sub- 
jected to fifteen pounds pressure for fifteen 
minutes. The pressure and time factor are very 
important as sixteen pounds pressure seems to 
have bad effects, etc. If the gloves are boiled, a 
longer time should be used. 


4. Question—I have a child who gets convulsions 


in her sleep. She is very bright, nine years 
old, and gets along well in school. The par- 
ents are concerned over the possibility of epi- 
lepsy as the convulsions have just started re- 
cently. How is it possible to distinguish epi- 
leptic from other convulsive seizures? : 

Answer.—The differential diagnosis of convulsions 
is often difficult. The fact that your patient has 


just started to have them recently is suggestive 
of epilepsy. A careful history of each attack is 
necessary. Better still would be an opportunity 
to observe her in one. As a general rule, if pa- 
tients hurt themselves, i.e., bite their tongue, and 
lose sphincteric_ control, the condition is prob- 
ably epilepsy. Be slow in making a diagnosis 
until you get all of the facts in the case. 


5. Question—At a recent staff meeting, the question 


of blood chemistry came up for discussion. It 
was brought out that many of the men write or- 
ders for blood urea nitrogen, creatinine, and 
uric acid on new patients. Some one suggested 
that blood urea nitrogen was sufficient and the 
other tests were not necessary unless it was ele- 
vated. It has recently come to my attention that 
many hospitals have substituted nonprotein ni- 
trogen determinations for blood urea tests. 
Which method do you think is the best? 


Answer.—lIt is unnecessary on new patients to order 


blood urea nitrogen, creatinine, and uric acid. 
A single order for blood urea nitrogen is all that 
is needed in most cases. Many hospitals are now 
doing nonprotein nitrogen determinations instead 
of blood urea nitrogen. The values usually given 
are 25 to 35 mg. per 100 c.c. of blood. Amounts 
up to 50 mg. may not be significant in a clinical 
way. It appears that there is a growing tendency 
to use nonprotein nitrogen more and more for 
the determination of nitrogenous retention in 
renal insufficiency. All the tests indicate the 
same thing, normal or increased nitrogen values. 


6. Question—Young married woman, 18 years of age, 


gives history of intermittent attacks on right side 
that seem quite typical of ureteral colic. In some 
ways they are less severe than those due to 
stone. They have been present for more than a 
year and last from a day to a week. Between 
spells, she feels fairly well. She has never had 
any symptoms of bladder irritation. The patient 
has lost thirty-five pounds in weight in two years 
but now appears to be about normal. She has 
never been pregnant. Physical examination is 
negative except for moderate tenderness in the 
region of the right kidney. She was observed for 
four days in a hospital and did not show any ele- 
vation of pulse or temperature. Urine is cloudy, 
shows a trace of albumin, and moderate amount 
of pus. Flat films show no evidence of stone. 
Skiodan was given and an irregularity and dis- 
tortion of the right pelvis was seen. Five hours 
later, no shadows were present. What are the di- 
agnostic possibilities? 


Answer—An infection of the kidney can give this 


picture. While these conditions are sometimes 
called pyelitis, pyelonephritis is usually a better 
term. There is a remote possibility that the le- 
sion is tuberculous, and perhaps it would be bet- 
ter to rule it out. The usual cause is the colon 
bacillus. Treatment consists of forced fluids, 
alkalinization of urine, bed rest, and use of uri- 
nary antiseptics. It may be necessary to try ure- 
teral drainage and lavage. The possibility of 
association with the weight loss must be kept in 
mind. Sometimes this results in ptosis of the 
kidney and defective drainage and must be cor- 
rected before improvement will take place. 





MINNESOTA MEDICINE 


BOOK REVIEWS 





Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 











BOOKS RECEIVED FOR REVIEW 

Tue RocKEFELLER FounpatTion. Annual Report, 1930. 
Illus. 380 pages. New York: The Rockefeller 
Foundation, 1931. 

INFECTIONS OF THE Kipney. Meredith F. Campbell, 
M.D., F.A.C.S., Attending Urologist, Babies Hos- 
pital, New York Nursery and Child’s Hospital, etc. 
343 pages. Illus. Price, $3.00. New York: Harper 
& Brothers, 1931. 





ROENTGEN INTERPRETATION; A MANUAL 


FOR STUDENTS AND _ PRACTITIONERS. 
George W. Holmes and Howard E. Ruggles. 339 pp. 
$5.00. Philadelphia, Lea and Febiger, 1931. 


The fourth edition of “Roentgen Interpretation” by 
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Holmes and Ruggles continues to be the same useful 
ready reference book in roentgen diagnosis as its pred- 
ecessors, brought up to date by the addition of recent 
advances in roentgenology. This edition now includes 
such newer procedures as salpingography, encepha- 
lography and intravenous urography. The portion de- 
voted to the Graham-Cole method of gallbladder study 
has been revised to include recent changes. In several 
instances new roentgen diagnoses have been added. 
Though in no way radically changed, the fourth edition 
of this concise book is again abreast of the times in 
roentgen diagnosis and will continue to be useful to 
most any one interested in roentgen interpretation. 


J. RicHarps Auretius, M.D. 





THE NURSES’ MEDICAL LEXICON. For the Use 
of Graduate and Student Nurses, of Premedical and 
Dental Students and of the General Public. Thomas 
Lathrop Stedman, A.M., M.D. Price $2.00. New 
York: William Wood and Co., 1931. 

This moderately sized volume prepared by the author 
of “A Practical Medical Dictionary” as the title indi- 
cates specially for the use of nurses, recommends it- 
self because of the convenient and not too condensed 
size of the volume and also because of its price. 





WANTED-—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 





FOR SALE—Office equipment including X-ray. Loca- 
tion in Minnesota town of 1,400 people. Average in- 
come of over $5,000 yearly for the past eight years. 
Unopposed. Specializing. Address D-150, care Mrn- 
NESOTA MEDICINE. 





PRACTICAL NURSE—Graduate Clinical Laboratory 
and X-ray, desires work. Hospital or doctor’s office. 
Good references. Emilie Giske, 3509 45th Ave. South, 
Minneapolis, Minn. 





WANTED—Position in Clinic or Physician’s office. 
Two years’ experience laboratory, X-ray technician. 
Basal metabolism and physiotherapy. $95. Age 26. 
Address Florence Frey, Hillsboro, Wisconsin. 


AN EXCEPTIONALLY GOOD LOCATION for a 
physician. Call or write C. A. Cavanaugh, druggist, 
2901 Washington Ave. North, Minneapolis. 





FOR SALE: Victor X-ray fluoroscope in excellent 
condition. Telephone, Main 4656, 601 Medical Arts 
Bldg., Minneapolis. 





FOR SALE—Serialograph, also Universal Junior X- 
ray Apparatus and Tube Stand. Address D-153, care 
MINNESOTA MEDICINE. 





MINNESOTA GRADUATE PHARMACIST wants 
position in dispensary or laboratory. Hospital dis- 
pensing and analyzing preferred. Ready now. Best 
references. Address D-154, care MINNESOTA MeEDI- 
CINE. 





COMPETENT LABORATORY AND _ X-RAY 
TECHNICIAN wishes work in doctor’s office, clinic 
or hospital. Will accept small salary to prove worth. 
Violet H. White, Galena, Illinois. 
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